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Abstract
The delivery of highly reliable health care is in jeopardy as many new graduate registered
nurses (NGRNs) enter clinical roles under-prepared for demands of professional practice.
Identifying and addressing challenges to safe practice early in the onboarding process
were paramount for patient safety at a large Midwestern healthcare system (HCS). Posthire and pre-practice Performance Based Development System (PBDS) assessments were
administered to more than 7,600 NGRNs between January 2011 and December 2018.
Only 19% of NGRNs demonstrated entry-level competencies and practice readiness; 26%
were unsafe for novice independent practice. Data analysis revealed no differences in
competence ratings by nursing degree or program type. Factors that drive or support
NGRN competency (other than intelligence), such as Grit, defined as passion and
perseverance for long-term goals, were unknown. Self-determination theory was used as
the theoretical framework to underpin the study. This quantitative, non-experimental,
correlational study sought to explore if there is a relationship between Grit, as measured
by the original 12 item Grit scale (Grit-O), and initial competency of NGRNs based on
PBDS assessment groupings of low, medium, and high competency to practice. The
study used de-identified retrospective data collected as part of the onboarding process for
NGRNs hired between July and December of 2018. The independent predictor variable
was level of Grit as measured by the self-reported Grit-O scale. The dependent variable
was initial competency/practice readiness as measured by PBDS. In data analysis, Grit
was not a predictor of NGRN initial competence or practice readiness as measured by
PBDS (p-value 0.77).
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Chapter One
The Problem and Domain of Inquiry
The preparation-practice gap is widening (del Bueno, 2005; Kavanagh & Szweda,
2017), and practice is evolving faster than education can respond (Ironside, 2008). The
moral imperative to ensure patient safety, to advocate and safeguard patients, is principle
to the mission focus of nursing (Ironside, 2008). Deliberations continue about how best to
prepare the nurse of today (Benner, Sutphen, Leonard, & Day, 2010; Fitzpatrick, 2017)
facing increasing patient acuity, decreased lengths of stay, and evolving protocolization
(Advisory Board, 2016). The resultant delivery of highly reliable safe health care is in
jeopardy as many new graduate registered nurses (NGRNs) enter clinical roles underprepared for complex demands of professional practice (Herron, 2017; Muntean, 2012;
Saintsing, Gibson, & Pennington, 2011). The ever-increasing intricacies of practice and
practice environments create situations where new graduate opportunities for growth in
clinical judgment, clinical reasoning, and clinical decision-making may jeopardize patient
safety (Murray, Sundin, & Cope, 2017; Lasater, Nielsen, Stock, & Ostrogorsky, 2015).
Ebright, Patterson, Chalko, and Render (2003) and Ebright, Urden, Patterson, and Chalko
(2004) remind us that one of the major barriers to patient safety and quality is our failure
to understand the complexity of our work, that is, the oft times invisible work of nursing.
We know that many new graduates have difficulty putting the pieces of clinical data,
pertinent patient presentation, and healthcare knowledge together, but the high-reliability
performance of nurses and all healthcare professionals is essential to ensure patient safety
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(Ebright, 2010; Weick & Sutcliffe,2001). NGRNs are bright, engaged learners who have
amassed much knowledge but cannot apply that knowledge in unstructured, open-ended,
and ambiguous clinical situations that may unfold rapidly. Eraut (2004a, 2004b, 2007)
and Eraut and Hirsch (2014) note that most professional schools do not adequately teach
students how to use knowledge in actual practice situations (Newton, 2011). Contentladen curricula, spilling over with the expanding amount of information that faculty and
students presume is required, are overwhelming students’ capacities to learn, leading to
rote memorization with little assimilation (Bier & Dannefer, 2016).
There is a clarion call to promote skills of inquiry and encourage learners to think,
question, reason and communicate (Caputi, 2017; Frenk et al. 2010; Koharchik, Caputi,
Robb & Culleiton, 2015; Russell, 2013). In both higher education, in general, and in
nursing education, in particular, there is a demand for deeper learning that simulates the
use of clinical knowledge in actual practice situations, but language to describe and
assess this phenomenon lacks conceptual and operational clarity (Benner, 2018; Kuh et
al. 2015).
Identifying and addressing challenges to safe practice early in the onboarding
process were paramount for patient safety at a large Midwestern healthcare system
(HCS). The well-documented preparation-to-practice gap exists world-wide. Regardless
of the type of academic program, the transition to practice can be a challenging
experience (Duchscher, 2008, 2009; Edwards Hawker, Carrier, & Rees, 2015; Roth &
Johnson, 2011; Spector et al. 2015). Given the wide range of variability in many
baccalaureate and associate degree programs (Missen, Dip, McKenna, & Beauchamp,
2015) and an emphasis on what Benner et al. (2010) term a-contextual learning, it is
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difficult to determine how to craft the most meaningful, effective, and cost-effective
orientation. Ensuring a competent workforce is the key to safe quality patient care and
can only be accomplished by assessing individual learners and crafting a developmental
program that embraces reflection, stimulates curiosity, and provides the appropriate
learner-specific opportunities to learn and grow. Beginning with the end in mind, that of
a safe, competent novice nurse graduate, and guided by a mission of professional
excellence within a global community, HCS educators were energized to facilitate posthire and pre-start Performance Based Development System (PBDS) assessments. These
assessments were administered to more than 7,600 NGRNs between January 2011 and
December 2018. Aggregate baseline data indicate that only 19% of NGRNs demonstrate
entry-level competencies and practice readiness and, conversely, 26% were deemed
unsafe for novice independent practice. Unsafe for novice independent practice is
described by PBDS as Does Not Meet Expectations (DNME); the remaining 54% were
assessed as inconsistent with opportunities for growth in patient problem management or
Does Not Meet Expectations for Problem Management (DNMPM) (C. Szweda, personal
communication, December 10, 2018). Data analysis from these PBDS assessments
demonstrated no difference in ratings between associate or baccalaureate degree
graduates regardless of the type of program (accelerated, bridge, or traditional).
Intelligence is a known predictor of success, and its importance increases with the
complexity of the occupation (Neisser et al., 1996; Sternberg & Hedlund, 2002).
However, intelligence alone does not always result in competency or achievement. Noncognitive factors such as engagement and motivation have been cited as critical for
success, particularly in the workplace (Von Culin, Tsukayama, & Duckworth, 2014).
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Now, a growing list of attributes and traits termed non-cognitive factors has garnered
increased attention in predicting success (Miller-Matero, Martinez, MacLean,
Yaremchuk, & Ko, 2018). One of the non-cognitive concepts that has been associated
with academic and professional success is Duckworth’s concept of Grit (Duckworth,
Peterson, Matthews & Kelly, 2007; Seguin, 2019). Duckworth et al. (2007) developed
the original self-report, 12-item Grit scale (Original), also known as the Grit-O, to assess
a trait that was not context-bound but rather looked at long-term persistence toward a
goal despite setbacks and challenges. Unlike other non-cognitive variables such as the
Big 5 personality traits of extraversion, agreeableness, openness, conscientiousness, and
neuroticism (John, Donahue & Kentle, 1991), Grit is purported to be malleable, opening
the door to potentially effective interventions to increase grittiness and success
(Duckworth, 2016). Duckworth (2016) also claims that Grit increases with age as an
individual matures and experiences life. Increasingly schools and employers are
attempting to understand what drives or supports NGRN competency by exploring these
“non-cognitive” attributes of success. The Big Five personality traits have offered a
taxonomy, a framework for much of the scientific study of traits that can predict success
in academia (Komarraju, Karau, Schmeck, & Avdic, 2011; Rothmann & Coetzer, 2003).
However, despite a substantial body of research on the Big 5, the list of traits is far from
all-encompassing. Non-cognitive traits such as motivation, self-efficacy, resilence, and
attitude, rather than simply intellect, are increasingly recognized as important attributes to
assess and develop in healthcare practitioners (Beauvais, Stewart, DeNisco & Beauvais
2014; Chandler, 2012; Frenk et al., 2010; Stoffel & Cain, 2018). Barrick and Mount
(1991) found that of the Big Five personality traits, conscientiousness was most related to
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occupational success. Eskreis-Winkler et al. (2016) posit that Grit is more encompassing
and specific than conscientiousness and may be as essential to success as intelligence.
The considerable body of research on Grit suggests that the non-cognitive construct is
highly predictive of success in diverse areas such as education, marriage, and career
(Eskreis-Winkler, Shulman, Beal, & Duckworth, 2014). Grit is also gaining support and
credibility as a reliable predictor of student achievement (Miller-Matero et al., 2018).
However, as all measures have limitations and assets, more research is needed to test the
strength of such claims. Additionally, Grit has not yet been assessed in NGRNs and may
be related to initial practice readiness and competency.
This quantitative, non-experimental, retrospective, correlational study sought to
explore if there is a relationship between Grit, as measured by the original 12 item Grit
scale (Grit-O), and initial competency of NGRNs as measured by PBDS. The study
group was a convenience sample including all NGRNs with less than one year of
experience, hired between July and December of 2018 at the HCS, and who completed
the onboarding demographic form. The independent predictor variable was level of Grit
as measured by the self-reported Grit-O scale. Grit assessment data were obtained posthire and pre-practice start as standard data collection for NGRNs at the HCS. The
dependent variable was initial competency/practice readiness of NGRNs as measured by
PBDS.
Problem Statement
The preparation-practice gap is widening (del Bueno, 2005; Dwyer & Hunter
Revell 2016; Kavanagh & Szweda, 2017). The Lancet Report (Frenk et al., 2010)
identified glaring systemic gaps between professional health education and practice, “. . .
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largely because of fragmented, outdated, and static curricula that produce ill-equipped
graduates” (p. 1923). Historical data from more than 350 U.S. hospitals that used the
Performance Based Development System (PBDS), a valid and reliable web-based
competency assessment tool, indicated that only 35% of new graduate registered nurses
(NGRN) met entry expectations for clinical judgment regardless of educational
preparation (del Bueno, 2005). In more recent data analysis, only 23% of NGRN were
assessed in the acceptable or safe-to-practice range of PBDS and 23% were assessed as
unsafe-to-practice, unable to recognize urgency or critical changes in a patient’s
condition (Kavanagh & Szweda, 2017). Current data on initial competence of NGRNs
indicate a growing crisis in competency with only 19% of NGRNs assessing in the
acceptable or safe-to-practice as a novice nurse range of PBDS and 26% assessing as
unsafe (DNME), not recognizing urgency or a change in a patient’s condition (C.
Szweda, personal communication, December 10, 2018). Berkow and Virkstis (2008)
share that NGRNs may be at greater risk for errors and serious safety events than
experienced nurses. Tragically, between 49% and 55% of NGRNs are involved in
serious errors in nursing care including medication errors (Kenward & Zhong, 2006;
Smith & Crawford, 2003; Treiber & Jones, 2018). Brennan et al. (2004) share that up to
65% of adverse patient safety events could have been prevented if nurses had made better
decisions. With patient safety threatened by NGRNs who have passed the NCLEX-RN®
licensure exam but are ill-prepared for the demands of practice, (Fero, Witsberger,
Wesmiller, Zullo & Hoffman, 2009; Kavanagh & Szweda, 2017), traits other than GPA
and test scores must be studied to determine what contributes to initial competency and
practice readiness. Beyond NCLEX-RN® pass rates, attrition, and employment rates of
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NGRNs, initial competence or practice readiness must become the metric of the future.
Purpose of Study
The purpose of this study was to explore the association between Grit-O scores
and PBDS competence to practice groupings. This study used a correlational design to
determine if there was a difference in Grit scale scores based on Performance Based
Development System assessment groupings of low, medium, and high competency to
practice. The study used de-identified retrospective data collected as part of the
onboarding process for NGRNs hired between July and December of 2018.
The dependent variable was initial competency/practice readiness of NGRNs as
measured by PBDS. The independent predictor variable was level of Grit as measured by
the self-reported Grit-O scale. Does Grit predict initial NGRN competence as measured
by PBDS? We know that cognitive ability is a predictor of achievement, but what else
forecasts initial achievement and success in nursing? Grit has been linked to success in
academic, military, and work achievement but had not yet been explored within NGRN
initial competency.
Research Questions and Hypotheses
The following were the research questions for the study:
1. Is there a significant difference in Grit scale scores between the three PBDS groups:
low (Does Not Meet Expectations of Novice Nurse (DNME) or unsafe), medium
(Does Not Meet expectations for patient problem management (DNMPM), and high
(Acceptable, Safe-To-Practice as Novice Nurse)?
2. Is there a significant difference in Passion Grit sub-scores between the three PBDS
groups: low, medium, high?
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3. Is there a significant difference in Perseverance Grit sub-scores between the three
PBDS groups: low, medium, high?
4. Is there a correlation between demographic data of time from graduation to start of
work, number of NCLEX attempts, and PBDS groups: low, medium, high?
Null Hypothesis H0
H1. Grit scores will not be higher in those NGRNs who scored in the acceptable or
safe to practice (as an NGRN) range of PBDS as compared to those who scored in
the unsafe or Does Not Meet Expectations (DNME) range of PBDS.
H2: Grit sub-scores of Passion will not vary between those in the three PBDS
group of low, medium, and high.
H3: Grit sub-scores in Perseverance will not vary between those in the three PBDS
groups of low, medium, and high.
H4: PBDS scores of low, medium, high will not vary based on demographic data
of time from graduation to start of employment and number of NCLEX attempts.
Significance of the Study
The purpose of this research was to explore the potential relationship of Grit to NGRN
initial competence or practice readiness. Did Grit predict initial NGRN competence as
measured by PBDS? Grit has been shown to be highly predictive of success in academic
and career pursuits (Duckworth et al., 2007; Miller-Matero et al., 2018; Pate et al., 2017).
Since Grit had not been studied with NGRNs, this study contributed to the scholarly
literature in the study of Grit and success in nursing.
Nursing Education
The construct of Grit has important pedagogical implications for learners,
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learning environments, and facilitators of learning. If we can elucidate the role of Grit
and understand the relationship to initial NGRN competence, we may be able to devise
effective interventions to support students and new graduates in the development and
cultivation of these non-cognitive attributes and, ultimately, promote the delivery of
competent nursing care. Additionally, if Grit is a predictor of success in nursing, schools
of nursing could utilize the assessment to risk stratify students and plan effective
interventions to increase the grittiness of their future graduates.
The explosion of data, advances in health care, and finite educational resources
challenge academic programs to select applicants with the greatest opportunity to succeed
(Hammond, 2017). Schools of nursing seek ways to enhance their admissions criteria
since the available methods have proven to be suboptimal for selecting the best and most
motivated students (Barton, Willis, & Lin, 2017; Beauvais et al., 2014). Traditional
psychometric testing, grade point average (GPA), and NCLEX-RN® pass rates have
failed to predict NGRN initial competency and successful readiness for practice
(Kavanagh & Szweda, 2017). Newton (2011) describes a dissonance between the
knowledge and skills nursing students acquire guided by faculty in the academic setting
and the knowledge and skills needed to perform safely and independently in the practice
setting. The question that arises is whether educators are focused on the preparation of
students so that they will excel on a test in the short term or if they teach to help students
construct meaning that will create long-term retention and lifelong learning. Davidson
(2017) urges faculty to stop teaching to the test and move to active learning strategies
where students can develop critical thinking to support their success after graduation. To
function safely and effectively in health care, educators must develop practitioners’
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critical thinking skills (Monagle, Lasater, Stoyles, & Dieckmann, 2018; Popil, 2011). The
Lancet Commission (Frenk et al., 2010) admonishes that we must move from
memorization and passive absorption of information to mobilizing knowledge to engage
in critical reasoning. In the Kindergarten – 12th grade system, state standards have set the
bar so that educators are more focused on teaching to the test rather than teaching for lifelong learning and application. Dhindsa, Omar, and Waldrip (2007) further this idea by
stating that many educators go on to “sacrifice learning for drilling students in the things
for which they will be held accountable” (p. 1262).
Likewise, in nursing education at the baccalaureate level, the NCLEX-RN®
blueprint has influenced how students are educated to the point that many schools include
predictive testing to assess readiness for the NCLEX-RN®. Whether through vendor
products, such as Elsevier's suite of HESI assessments, or faculty-designed tests, schools
include a prescriptive percentage of questions based on the categories and levels of
cognition graduates will encounter on the NCLEX-RN® (Kavanagh & Szweda, 2017).
Nursing Practice
The primacy, the moral imperative to ensure patient safety, to advocate and
safeguard patients, is principal to the mission focus of nursing (Ironside, 2008).
Koharchik et al. (2015) describe the development of critical thinking and clinical
reasoning as the crux of nursing education. In nursing practice, the surety of patient
safety is dependent on a competent workforce able to critically think, reason, and act,
providing safe, quality, highly-reliable care. If Grit were found to have a relationship to
NGRN competency as measured by PBDS, NGRNs could be risk stratified and
innovative pedagogies could be enacted to develop and cultivate Grittiness.
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Additionally, the success of the NGRN represents the future of the nursing
workforce. With many NGRNs leaving nursing within the first year of practice, the
viable pipeline of competent, seasoned nurses dwindles (Ulrich et al., 2010). Nursing
shortages may be largely geographical but cannot be ignored. Hospitals and healthcare
systems need to be active, committed partners with academic colleagues in the success of
the NGRN (American Association of Colleges of Nursing, 2016; AACN-AONE Task
Force, 2012; Aydelotte, 1972; Monagle et al., 2018). If we can elucidate the role of Grit
and understand the relationship to initial NGRN competence, we may be able to devise
effective interventions to support students and new graduates in the development and
cultivation of these non-cognitive attributes and, ultimately, ensure the delivery of safe,
competent nursing care.
Nursing Research
Much like health care, education is moving quickly to become a data-driven
business (Blumenstyk, 2016). Big data and predictive analytics are the future. To prepare
for that future, data-science must evolve so that those analytics are accessible, affordable,
and effective. Educators must research to ensure they are tracking the right indicators to
produce useful, actionable information regarding the student experience as well as the
new graduate experience (McMurtrie, 2018). Empirical data are needed that move
predictive analytics beyond grades, academic completion, and NCLEX pass rates, to also
measure the non-cognitive qualities like Grit that may impact competency and career
success. Medical schools, much like schools of nursing, prepare to select motivated
students who will perform well in their academic program and profession (Fillmore &
Helfenbein, 2015; Turner & Nicholson 2011). However, the current selection tools
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appear to be suboptimal for identifying the candidates most likely to succeed (Wouters et
al., 2017). While GPA, aptitude tests, situational judgment tests, and selection interviews
are among the more promising selection tools, none of these have proven to be perfect in
terms of validity, reliability, and cost-effectiveness (Patterson, Knight, Dowell, Cousans,
& Cleland, 2016). The need for longitudinal research that can have an impact on health
education student selection, risk stratification, and support for academic and practice
success must include measures of non-cognitive skills.
Public Policy
Given the fiduciary and ethical responsibility to provide a competent workforce
capable of delivering safe, quality care, health policy needs to reflect patient advocacy
and the provision of competent healthcare providers capable of delivering value in the
form of increasing patient health outcomes and satisfaction and decreasing medical
errors, costs, and waste. Ensuring the safety of patients is a crucial and fundamental part
of the healthcare mission. The Institute of Medicine’s (IOM) landmark report, To Err is
Human: Building a Safer Health System (IOM, 1999), reported that perhaps as many as
98,000 patients die in hospitals each year because of preventable medical errors. Makary
and Daniel (2016) criticized those numbers as being vastly underreported and listed the
figure as over 250,000 per year. The crisis in quality of health care in the United States is
well documented (IOM, 2003). Preventable medical errors now rank as the third leading
cause of death in the U.S., behind heart disease and cancer.
Traditional psychometric testing, grade point average (GPA), and NCLEX-RN®
pass rates have failed to predict NGRN initial competency and successful readiness for
practice. NCLEX-RN® is a reliable examination. However, despite claims from
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Williams, Kim, Dickison, and Woo (2014) that the exam “is developed to measure the
minimum knowledge, skills, and abilities required to deliver safe, effective nursing care
at the entry level,” there exists growing concern that the exam does not measure one’s
ability to deliver safe care at the entry level (Kavanagh & Szweda, 2017; Muntean,
2012). A single test score is one data point and is not sufficient to predict success in
nursing. Multiple sources of evidence are needed to evaluate nurse competence, and the
NCLEX, as currently administered, is limited (Oermann & Gaberson, 2014). The
National Council of State Boards of Nursing (NCSBN, 2016) share content validity
information, but recent NCSBN research aimed at creating the Next Generation NCLEX
(NGN) (Dickison, 2018; Dickison et al., 2017) confirms the current NCLEX-RN®
primarily measures the knowledge component of safe practice but does not adequately
measure higher-order cognitive constructs of clinical judgment and clinical reasoning.
Practice readiness demands the ability to recognize the nature of an unstructured clinical
situation and the ability to grasp the patient’s essential clinical issues and respond
appropriately (Benner, 2012). NCLEX does not adequately assess situated knowledge use
in an unstructured clinical situation and, therefore, is not an adequate test of actual
practice readiness (Kavanagh & Szweda, 2017). Benner et al. (2010), in their landmark
Carnegie Foundation for the Professions study, urged the NCSBN to adopt a more
inclusive set of performance assessments to include practice demonstration and
application. As NCSBN’s research evolves, perhaps the NCLEX-RN® assessment will
eventually incorporate some form of simulation or objective structured clinical
examination (OSCE) into the overall licensing format. Benner et al. (2010) challenged us
to measure what matters most and called for bold and much-needed performance
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assessment requirements for licensure in the form of knowledge application.
Philosophical Underpinnings
The postpositivist world view framed this quantitative study. Postpositivist
ontology accepts the impossibility of pure objectivity as reality. Moving from Newtonian
science to quantum science, Wheeler (1978) proffers that reality does not exist unless it is
observed. Popper (1968) suggests that each hypothesis has a possible contradiction and
that falsifiability, refutability, or testability is an important concept in distinguishing
pseudo-science from science. Popper describes that a hypothesis or theory is “scientific”
only if it is, among other things, falsifiable. In Newtonian science, the researcher makes
every effort to reduce bias, but in quantum science, the influence of the observer or
researcher is already accepted (Duffy & Chenail, 2008). This quantitative retrospective
correlational study utilized careful measurement and data analysis but did not feature any
aspect of manipulation.
Theoretical Framework
Self-determination theory (SDT) is a meta-theory described as an expansive
organismic approach to frame the study of both intrinsic and extrinsic motivation and
development (Deci & Ryan, 2000). Motivation has been documented as an important
antecedent for success in academics and career (Christensen, 2014). Ryan and Deci
(2000, 2017) describe three innate psychological needs of competence, autonomy, and
relatedness as necessary for optimal functioning, enhanced performance, and well-being.
Factors or conditions that promote competence, autonomy, and relatedness are suggested
to foster both performance and persistence (Ryan & Deci, 2017). Comprising these three
fundamental psychological needs, SDT provides a valuable lens through which to explore
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Grit, Passion, and Perseverance for long-term goals and Grit’s possible relationship to
initial NGRN competence. In psychology, competence is a highly researched concept as a
central element of motivation and epistemic curiosity (Deci, 1975; Deci & Moller, 2005;
Ellaway, 2014; Lauriola et al., 2015; Russell, 2016). SDT posits that seeking to grow,
develop, and gain mastery of one’s inner and outer worlds is an intrinsic tendency
producing satisfaction in experiencing not just competence, but the integration of
competence, autonomy, and relatedness.
Fundamentally concerned with motivation, both the intrinsic interests and sense
of curiosity that motivate us as well as the extrinsic factors that move us, SDT is further
divided into six mini-theories, each addressing a different facet of motivation. For
purposes of this research, examining the possible relationship between Grit and NGRN
initial competence, the basic psychological needs theory (BPNT), a mini-theory of SDT,
will be utilized as the guiding framework. BPNT posits that optimal performance and
success are dependent on competence, autonomy, and relatedness. According to BPNT,
individuals pursue actions to acquire and integrate knowledge to achieve mastery and
competence (Ryan & Deci, 2000). There is a growing body of evidence to suggest that
Grit is predictive of career success and novice teacher effectiveness (Robertson-Kraft &
Duckworth, 2014) and that Grit may be a predictor of success in other careers (Maddi et
al., 2012; Suzuki et al., 2015). Grit and initial competence or practice readiness of an
NGRN exemplify thriving and optimal performance for a new graduate nurse.
Niemiec and Ryan (2009) maintain that people are naturally curious, eager to
learn and develop, and that social and contextual factors support or diminish these innate
drives. Viewed as integral to intrinsic motivation, Deci and Ryan (1980) describe both
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competence and autonomy as scaffolding for development and that learning
environments that are viewed as controlling instead of supportive can produce
“impoverished learning” and disengagement (Bierer & Dannefer, 2016; Ryan & Deci,
2017, p. 18). These results have important implications for meeting learners where they
are and supporting their opportunities for growth and development in an asset-based
mindset, particularly in light of initial PBDS results that may signify major opportunities
for growth.
In a cross-sectional design, Von Culin et al. (2014) examined the motivational
correlates of Perseverance and Passion for long-term goals to explore how individual
differences in Grit are explained by distinct approaches to well-being: pleasure in the
immediate and those activities or meaning that serve a higher purpose and engage the
individual’s attention in those activities. Two cross-sectional studies among a large
number of working adults in Japan were completed. Participants in Study 1 with an n =
15,874 females, mean age of 38.8, and who voluntarily completed questionnaires on
www.authentichappiness.com between January 2008 and December 2010 completed a
Grit-S scale, and the Orientation to Happiness scale. Participants in Study 2 included n =
317 females with a mean age of 31.59 recruited through Amazon’s Mechanical Turk
system. Subjects completed the Grit-S scale and the Orientation to Happiness scale. In
both studies, Grit was a strong predictor for self-reported academic and work
performance, and Grittier individuals were more likely than less gritty individuals to seek
happiness through engagement and relatedness.
Ryan and Deci (2017) share that SDT epitomizes Bandura’s (2001) concept of
agentic thinking where the individual volitionally decides to act and produce results.
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Duckworth (A. Duckworth, personal communication, April 26, 2019) shares that Grit is
about having what some researchers call an ultimate concern—a goal you care so deeply
about that it organizes and gives meaning to almost everything you do. Since motivation
for mastery is a core element of SDT and refers to persistence toward a goal and because
Grit, as defined by Duckworth et al. (2007), suggests a strong sense of motivation and
Passion and Perseverance for goals we care deeply about, SDT framed this dissertation.
Theoretical Assumptions
A significant body of research has shown that PBDS assessments have accurately
reflected the performance of registered nurses (del Bueno, 2005; Fero et al., 2009
Kavanagh & Szweda, 2017; Marshburn, Keehner-Engelke & Swanson, 2009). However,
PBDS assessment ratings are only one data point in assessing practice readiness and
initial competency of NGRNs. Assessing performance in-context on the clinical unit is a
critical component of competency assessment. Nurse professional development
specialists at the HCS supporting NGRNs in an enterprise residency support team
(ERST) share that PBDS results are consistent with NGRN practice. Additionally, ERST
members share that PBDS results are consistent with written reflections, exemplars of
practice, and preceptor assessments of NGRN performance within the initial orientation
period. Additionally, from 2016-2018, the HCS participated in beta testing for the
National League for Nursing and Laerdal’s Accelerate to Practice (A2P) program, and
preliminary data from A2P virtual simulations supported PBDS assessment results.
Definition of Terms
Initial Competence of NGRN or Practice Readiness
Theoretical definition. Despite longstanding questions, concerns, and robust
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debate about the practice-readiness of NGRNs, the concepts of competence and practice
readiness in nursing remain imprecise and rarely agreed upon (Fero et al., 2009; El
Haddad, Moxham & Broadbent, 2017; Lima, Newall, Jordan, Hamilton & Kinney, 2016;
Redfern, Norman, Calman, Watson, & Murrells, 2002). Wolff, Pesut, and Regan (2010)
conducted focus groups with 150 nurses in practice, education, and the regulatory sector,
and revealed that definitions of the concepts varied based on the lens through which one
perceived the responsibilities of education and practice in producing practice readiness.
The authors describe what they term “information that is already known” about practice
readiness as the ability to move “seamlessly into practice” (p. 391). El Haddad et al.
(2017) share that, increasingly, NGRNs are expected to “hit the floor running,” despite
this being unreasonable. The chasm between the views of nurse executives in practice
and deans and directors of academic nursing programs regarding the practice-readiness of
NGRNs is longstanding. The New Graduate Nurse Performance Survey, conducted by
the Nursing Executive Center in 2007, revealed that only 10% of hospital nurse
executives believed NGRNs were prepared to provide safe, effective patient care
compared to 89.9% of nursing school leaders (Berkow, Virkstis, Stewart, & Conway,
2008).
Operational definition. Absent a definitive concept or shared understanding of the
concept between stakeholders, this research study defined practice readiness as the ability
of the NGRN to recognize a change in a patient’s condition (recognize cues), understand
urgency and when to escalate and seek help, communicate pertinent/relevant patient
information to the healthcare team or licensed independent provider (LIP) in a timely
manner, generate a hypothesis (analyze cues) allowing the NGRN to anticipate and
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respond (take action) to provide safe care, reduce risk in the unfolding patient situation,
and, lastly, evaluate outcomes. Initial competency of the NGRN was measured by
PBDS.
Grit
Construct. Duckworth et al. (2007) defined Grit as a two-factor trait
encompassing “perseverance and passion for long-term goals” (p. 1087). Consistency of
Interest is conceived as focused interest over time and perseverance of effort is conceived
as sustained commitment over time toward a goal despite setbacks and challenges.
Theoretical definition. Grit reflects the personality traits and motivational
orientations of Perseverance of Effort and Consistency of Interest over time (Duckworth
et al., 2007).
Operational definition. The Grit-O survey was originally constructed as a 12-item
self-report scale. The overall scale demonstrated high internal consistency (a = .85). The
internal consistency for each factor or subscale was a =.84 for Consistency of Interest and
a =.78 for Perseverance of Effort. In the majority of subsequent studies, Duckworth and
Seligman (2017) shared that the two sub-scales creating the total Grit score were more
predictive together than either one alone. In 2009, Duckworth and Quinn tested an 8item self-report measure of Grit, and in confirmatory factor analyses, Grit-S was found to
have strong psychometric properties, comparable predictive validity, and fewer items
relative to the Grit-O. Grit scores range from 0 to 5, with an average score of 2.5 in
unselected populations (Duckworth et al., 2007). This study utilized the retrospective data
from the Grit-O 12-item self-report survey rating items on a five-point Likert-type scale
from 1 (not at all like me) to 5 (very much like me) (Duckworth, Quinn, & Seligman,
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2009). Duckworth (2016) shares that based on a large sample of American adults, a Grit
score of 2.5 falls in the 10th percentile, 3.8 in the 50th percentile, and 4.9 in the 99th
percentile (p. 56).
PBDS
Theoretical definition. PBDS is a web-based competency assessment tool
developed in 1985 by Dr. Dorothy del Bueno. The assessment is designed to identify
learning needs, provide insight into the thought processes of the nurse, and assist in the
development of an individualized orientation action plan to prepare each nurse for safe
clinical practice (del Bueno 2005; Fero et al. 2009).
Operational definition: PBDS assessment consists of a combination of video
vignettes and narrative patient situations designed to evaluate various competencies
associated with critical thinking and clinical judgment such as patient problem
recognition and management as well as identifying appropriate nursing interventions,
such as information to be communicated, and orders to be anticipated from the LIP. An
individualized summary rating is provided for each nurse. Assessments are rated on a
continuum from unsafe to safe/acceptable practice. This HCS further differentiated the
unsafe range into two categories:
-

Low: Nurses who are unable to recognize a change in patient condition or level of
urgency the majority of the time (DNME)

-

Medium: Nurses who can recognize a change in patient condition and level of
urgency the majority of the time but are unable to manage the problem in its
entirety (DNMPM).

Included with the summary are key recommendations for the nurse and unit-based
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preceptor to address during orientation to assist in developing safe, acceptable practice.
Additional competencies include differentiation of urgency and provision of rationale for
nursing actions. All scenarios require a free text response from the nurse ; there are no
multiple choice type questions. All new graduate nurses receive an assessment that is
reflective of common med/surg patient problems and complications. The assessment
takes an average of 3½ hours to complete, and each segment of the assessment is
individually timed. Both verbal and written instructions are provided. The video scenario
segment is accompanied by written materials providing the patient history and all clinical
and laboratory data that are presented in the video. This allows the nurse to concentrate
on observing the unfolding scenario without the need to take notes on patient
information. An RN proctor is available at all times for questions during the assessment
period.
Responses to PBDS assessments are externally rated by the parent company of
PBDS, HealthStream. Completed assessments are accessed and reviewed by
HealthStream. Employed raters and a summary of the results are provided within five
business days. Raters utilize model answers customized to each organization’s standards
and evidence-based practices. Inner-rater reliability is assured by the vendor. The six
subcategories of clinical judgment assessed include the following: recognizes patient
problem; reports essential clinical data; initiates independent nursing interventions;
differentiates level of urgency; anticipates relevant medical orders; moreover, provides a
relevant rationale to support decisions. Reliability and validity of the PBDS assessment
have been reported in previous publications (del Bueno 1990, 1994, 2001, 2005).
Reliability estimates for the clinical vignettes, obtained using an equivalence approach,
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averaged 94% for individuals assessed in parallel situations (del Bueno, 1990).
Ensuring the safety of patients is a fundamental part of the healthcare mission. To
assess the competence of nurses providing patient care at the HCS, PBDS has been used
to assess all NGRNs as well as all seasoned RNs and travelers since July 2010. To date,
more than 11,000 RNs have been assessed at the HCS, allowing the development of an
individualized orientation plan. Travelers and PRN nurses who do not score in the
acceptable range are not offered a position at the HCS as they are expected to be
competent and require minimal allocation of time and resources to be practice-ready.
Chapter Summary
The preparation-to-practice gap exists worldwide. Practice is evolving faster than
education can respond (Ironside, 2008). Declaring in its landmark study the Future of
Nursing: Leading Change, Advancing Health (2010), the Institute of Medicine (IOM)
admonished that the way nurses were educated in the past is not sufficient for the level of
patient acuity and the complexities of health care in the 21st century. Nursing must be
front and center in the redesign of health care, but first, it must be engaged in the
transformation of nursing and nursing education (Benner, et al., 2010; Giddens, Keller,
and Liesveld, 2015). In a time of high acuity and rapid technological advances, the need
for high reliability—where every caregiver knows his or her role, how to think critically,
and when to stop the line if something is not right—is paramount (Gittell, 2009). More
than a decade ago, del Bueno (2005) documented a crisis in new graduate competency as
only 35% of new graduate nurses (NGRNs), as assessed by PBDS, scored as safe for
practice. In 2017, Kavanagh and Szweda documented a growing crisis in competency
and indicated that PBDS data collected on over 5,000 NGRNs between 2010-2015

23
showed only 23% of NGRNs assessed as safe to practice independently. Aggregate
PBDS data on more than 7,600 NGRNs indicate that only 19% are safe for novice
independent practice (C. Szweda, personal communication, December 10, 2018).
The burgeoning education-to-practice gap in nursing is a monumental concern for
both patient safety and new graduate success (American Association of Colleges of
Nursing (AACN) 2016 del Bueno, 2005; Kavanagh & Szweda, 2017). The anticipation
that medical knowledge is expected to double every 73 days by 2020 threatens already
content-laden curricula (Densen, 2011). In a desperate attempt to cover critical
information, textbooks have ballooned into tumid compendia that Benner (2011)
describes as ‘pedagogically tone-deaf’ with a fixation on knowledge acquisition to the
exclusion of knowledge application.
Intelligence is a known predictor of success, and its importance increases with the
complexity of the occupation (Neisser et al., 1996). However, intelligence alone does not
guarantee competency or achievement. Increasingly schools and employers are seeking
to understand what drives or supports NGRN competency by exploring “non-cognitive”
attributes of success. Duckworth et al. (2007) defined Grit as a two-factor trait
encompassing “perseverance and passion for long-term goals” (p. 1087). Consistency of
Interest is conceived as focused interest over time, and Perseverance of Effort is
conceived as sustained commitment over time toward a goal despite set-backs and
challenges.
The purpose of this study was to explore the relationship of the non-cognitive
measure of Grit to initial competency of NGRNs as measured by PBDS. New knowledge
may demonstrate a relationship between Grit and initial competence or practice readiness
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in nursing. Self-determination theory (SDT) served as the guiding framework for this
research. SDT posits that well-being and optimal performance are dependent on the
psychological needs of competence, autonomy, and relatedness. Therefore, learning
contexts that support these intrinsic needs will impact outcomes. Implications could
expand and enrich factors, including non-cognitive factors, used for acceptance into prelicensure nursing programs and enable faculty to consider additional ways to teach and
enhance Grit in their undergraduate student population. Examining the relationship
between Grit to initial NGRN competency may support a more precise learning
environment with teaching/learning strategies that may accelerate NGRN time to
competency, and, more importantly, provide key data to ensure the provision of safe
patient care. If Grit is a predictor of success in nursing, healthcare organizations could
alter their developmental programs for NGRNs to include strategies to cultivate and
develop Grit, influencing retention, and, ultimately, impacting the quality, safety, and
reliability of patient care.
The study group was a convenience sample including all NGRNs with less than
one year of experience hired between July and December of 2018 at a large Midwestern
HCS. The independent predictor variable was level of Grit as measured by the selfreported Grit-O scale. The dependent variable was initial competency or practice
readiness of NGRNs as measured by PBDS.
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Chapter Two
Literature Review
The clarion call to upgrade, redesign, and transform nursing education cannot be
ignored (Ironside & McNelis, 2011). Recommendations from Quality, Safety and
Education in Nursing (QSEN) (2007) and the Lancet Commission (Frenk et al., 2010) to
the Carnegie Preparation for the Professions Program (2010) beseech what already is a
long overdue response. As scrutiny and pressure on higher education to produce student
success escalate, informed, deliberate, and strategic curricula redesign must address the
dramatically changing healthcare landscape, changing patient needs, and the deluge of
data and technological advances that are positively and disruptively changing practice
(American Association of Colleges of Nursing, 2010; Benner et al., 2010). Sinking in a
sea of yottabytes and dramatic sweeping innovation, professionals in the health care and
higher education fields find themselves facing isomer-like challenges to provide value,
outcomes, access, and affordability for their customers—or become obsolete. The worlds
of data, discovery, and innovation are moving at warp speed, catalyzing necessary and
long overdue changes in how education is conceptualized and delivered.
Beginning with the end in mind, that of a safe, competent novice nurse graduate,
educators in practice and service are challenged to create 21st century learning
experiences capable of producing professionals who are nimble, resilient, and able to
contribute to the evolution of safe, adaptive, patient-centered care. Despite some progress
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towards fundamental reform, nursing curricula remain largely content laden, acute care
focused, and separated from the necessary interprofessional learning opportunities needed
to develop the crucial communication and team-based skills required to deliver safe,
quality care (Benner, 2012).
Amidst this dramatically changing healthcare landscape and an explosion of data
and technology, the Institute of Medicine (IOM, 2010) published its landmark report on
the future of nursing calling for improved education systems to adequately prepare the
nurse of the future. The IOM report resulted from a partnership between the IOM and the
Robert Wood Johnson Foundation (RWJF) and included a robust two-year exploration on
the future of nursing. The Future of Nursing report, the most downloaded IOM report in
history, contains evidence-based recommendations for major changes in the education
and practice of nursing. The report also clearly states that nurses should achieve higher
levels of education and training through an improved educational system that promotes
seamless academic progression programs and calls for efforts to increase the number of
nurses with a baccalaureate degree to 80% by 2020 (Bleich, 2011; Gorski, Farmer,
Sroczynski, Close, & Wortock, 2014).
Despite Boyer’s (1990) vision of a capacious view of scholarship including
discovery, application, (now called engagement), integration, and teaching, the continued
belief in the ‘supremacy’ of the scholarship of discovery continues to devalue the
centrality of teaching and overshadow respect for the science of teaching and learning
(SoTL). This inattention has resulted in a paucity of innovative, technological, and
pedagogical changes in higher education and nursing education. College curricula and
teaching methods have not changed dramatically, but the world has (D’Mello, Dieterle, &
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Duckworth, 2017; McMurtrie, 2018).
The call to fundamentally transform teaching and learning in nursing education
has not yet been met. The explosion of data and technology has placed information at our
fingertips. In this new world order of rapid and continuous change, nurses as knowledge
workers must be nimble, resilient thinkers who can access needed information and
correctly apply that information to unfolding patient situations (Benner et al., 2010).
Given the pace of change and the constantly evolving knowledge base of health care and
evidence-based practice (EBP), Lasater (2011) shares that we must produce NGRNs with
sound clinical judgment who are equipped to support patients and ensure optimal patient
outcomes. While there are many stakeholders that comprise a nursing program’s
communities of interest, none is more important than the patients for whom nurse
graduates will provide care. Patients depend on nurses and other members of the
healthcare team to be their advocates, their teachers, and their caregivers. Nurses who are
prepared as thinkers, steeped in cognitive capacities of systems theory and critical
thinking will be well positioned to deliver safe quality care (Murray, 2018). Mason,
Garner, Hopkins-Outlaw, and O’Grady (2016, p. 12) remind us that “Nurses have a
covenant with the public.” A covenant, a responsibility to serve as advocates for the
health and well-being of our patients, is a noble contract, but that covenant is jeopardized
by NGRNs entering the workforce insufficiently prepared for safe practice at a time when
the need for safe practice has never been greater (Benner et al., 2010; Pellico, Brewer, &
Kovner, 2009). Porter-O’Grady and Malloch (2011) share that in the face of the
complexity of the healthcare landscape, it is no longer sufficient to be poised for change;
rather, healthcare leaders in academia and service must learn the dance of autopoiesis to
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survive and thrive. They must continually seek to renew and reinvent themselves and
their institutions while maintaining their core integrity. Presently, the healthcare industry
is straddling dual realities: on the one side lies the traditional model of health care,
focused on diagnosing a problem and working to solve it. On the other hand, there exists
a new world dedicated to predicting and preventing such problems from occurring,
focused on monitoring and managing the health of surrounding populations. This move
toward population health management has caused dramatic changes in the delivery,
reimbursement structure, and coordination of care and, increasingly, academia and
service must adapt. Murray (2018), sounding the tocsin in her editorial titled Nursing
Education: Our Iceberg is Melting, questions if we are ready for the seismic shift.
Just as the shifting of tectonic plates broke apart Pangaea, changing the face of
our planet, the underpinnings of health care in the United States are being radically
pressurized and transformed. However, plate tectonics, known for destructive acts such
as earthquakes and volcanic eruptions, is also known for creations such as mountainbuilding and oceanic trench formation. So how will nursing education evolve and
flourish in the time of destruction and creation? While we can look back and see the
jigsaw puzzle of the supercontinents that once were whole, what might be the vestige of
what was once a bricks and mortar, Tylerian, technically oriented education model?
According to Benner et al. (2010), “Redesigning nursing education is an urgent societal
agenda. The profound changes in nursing practice call for equally profound changes in
the education of nurses and the preparation of nurse educators” (p. 16).
Literature Search Strategy
The initial literature search used key terms and Boolean operators across a 10-
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year timeframe in the Cumulative Index of Nursing and Allied Health Literature
(CINAHL), Medline, PsycINFO, and Google Scholar for research articles about the area
of inquiry. The following operators in the database search terms were included: Grit;
Grit AND Competence AND New Nurses; New Nurse Grads AND Patient Safety AND
Registered Nurses; Novice Nurse OR New Graduates OR New Hire; New Graduate
Nurses AND Competence AND PBDS; New Graduate Registered Nurse AND Practice
Readiness. The search yielded 126 articles, of which 42 were discarded following a
review of the abstract as many of the Grit articles were related to dental discipline.
Prior to the literature search, inclusion and exclusion criteria were determined to
provide rigor and consistency to the review. Articles were reviewed if they were written
in English; they had a direct relationship to Grit, PBDS, or NGRNs; they described
patient safety and NGRNs, described competency and practice readiness of NGRNs, and
those related to the complexity of care in relation to NGRN; and were published between
January 2008 and January 2018. Articles were omitted if they were not written in English
or if the NGRN data were primarily concerned with simulation.
The Need to Transform Nursing Education
What has become apparent is the need for a paradigm shift in the education of the
next generation of nurses. If we are to meet the Carnegie Preparation for the Professions
Program (2010), Robert Wood Johnson/Institute of Medicine Report on the Future of
Nursing RWJ/IOM (2010), Quality, Safety, and Education in Nursing (QSEN)
(Cronenwett et al., 2007) and the Lancet Commission’s (Frenk et al., 2010) calls for
upgrading and transforming nursing education, service and academia must work together
quickly and seamlessly. While the current curricula require the integration of knowledge,
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skills, and values, a report by Benner (2015) suggests a future workforce should be
prepared through curricula that integrate practice and activities with an increased focus
on competencies and civic professionalism. The Carnegie Foundation Flexner Report
(1910) transformed and elevated healthcare education. Unfortunately, the move to adopt
the scientific method in the curricula resulted in an unintended consequence of embracing
rational scientific knowledge over the perspective of caring for “patients first” (Duffy &
Chenail, 2008). Legislative and social circumstances today, however, mandate that
medical and nursing education move away from what Benner (2011) calls the technical
professionalism vision toward a civic vision with pedagogies rich in scientific rigor,
situated learning, and caring professionalism. Benner et al. (2010) acknowledged that,
given the rapid changes in healthcare delivery and technology and the underfunding of
nursing education, it is not surprising that the Carnegie study concluded that nurses are
currently underprepared to operate in the complex field of professional practice.
Additional research by Benner, Hughes, and Sutphen (2008) indicated that sweeping
reform in the pedagogical and curricular structures of nursing education is needed to
narrow the quality gaps between institutions of nursing education. The outcome of
Benner et al.’s (2010) comprehensive and critical review of the challenges and best
practices in nursing education is a roadmap for the necessary and, what some call,
revolutionary transformation that lies ahead (AACN, 2016). Declaring in its landmark
study the Future of Nursing: Leading Change, Advancing Health (2010), the Institute of
Medicine (IOM) admonished that the way nurses were educated in the past is not
sufficient for the level of patient acuity and the complexities of health care in the 21st
century. Nursing must be front and center in the redesign of health care but first must be
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engaged in the transformation of nursing and nursing education (Benner et al., 2010;
Giddens, Keller, & Liesveld, 2015).
Patient Safety in Jeopardy
The ever-increasing complexities of practice and practice environments create
situations where new graduate opportunities for growth in clinical judgment, reasoning,
and clinical decision-making may jeopardize patient safety (Lasater et al. 2015; Murray
et al., 2017). The Institute of Medicine’s landmark report, Crossing the Quality Chasm
(2001), illustrated the often-tragic risks and safety concerns rampant in health care and
contributed to the intense focus on quality and patient safety started by the earlier IOM
Report, To Err is Human (1999). The report indicated that key aspects of critical
thinking and clinical judgment such as problem recognition, differentiation of priority,
and level of urgency, are essential to safe patient care, but critical thinking and clinical
judgment alone are not sufficient without critical action (Benner et al., 2010). In a recent
follow-up report, Improving Diagnosis in Healthcare, the National Academies of
Sciences, Engineering, and Medicine continues to identify the crucial need to decrease
medical errors (National Academies of Sciences, Engineering, and Medicine, 2015). The
report emphasizes that training in clinical reasoning, teamwork, and communication are
essential for the provision of safe patient care.
Despite growing attention to active learning strategies and closing the chasm
between classroom and clinical experiences, NGRNs are entering practice underprepared;
this lack of ability to practice safely as a novice nurse threatens the delivery of safe
patient care (Marshburn et al., 2009). Post-hire and pre-practice Performance Based
Development System (PBDS) assessments were administered to more than 7,600 NGRNs
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between January 2011 and December 2018. Aggregate baseline data indicate that only
19% of NGRNs demonstrate entry-level competencies and practice readiness and,
conversely, 26% were deemed unsafe for novice independent practice (C. Szweda,
personal communication, December 10, 2018). Literature on the success of new graduate
nurses (NGRNs) focuses primarily on the National Council of State Boards of Nursing
Licensure Examination (NCLEX) pass rates, creating a false and incomplete picture of
practice readiness. To date, the NCLEX-RN® measures primarily knowledge but not
application and is not a reliable predictor of initial NGRN competence. There is a clarion
call to promote skills of inquiry and encourage learners to think, question, and reason
(Benner et al., 2010; Caputi, 2017; Russell, 2013). In both higher education, in general,
and in nursing education, in particular, there is a call for deeper learning that simulates
the use of clinical knowledge in actual practice situations.
Objectively assessing students’ and learners’ competency and ability to apply
learning remains a daunting undertaking (Benner et al., 2010; McWilliam & Botwinski,
2012) but is essential if nurses are to fulfill their mission to protect patients and support
the development of safe novice practitioners prepared for the complexities of a rapidly
changing, technologically complex, data-driven healthcare delivery future.
With patient safety threatened by NGRNs ill-prepared for the demands of practice
(Fero et al., 2009; Kavanagh & Szweda, 2017), traits other than GPA and test scores must
be studied to determine who will succeed in the profession of nursing. Knowledge
remains only one aspect or requirement of safe practice (Fitzpatrick, 2017). Cognitive
ability is a predictor of achievement, but it is not known what else forecasts achievement
and success in the profession of nursing.
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Despite the long-standing use of psychometric testing to admit the most qualified
applicants into schools of nursing, new graduate nurses (NGRNs) are often woefully
under-prepared for the complexities of professional practice (Benner et al., 2010; del
Bueno, 2005; Kavanagh & Szweda, 2017). In health care, failure to ensure a competent
workforce providing safe, quality, highly-reliable care threatens patient safety (Murray et
al., 2017). The transition of new graduate nurses from the academic world to one of
professional practice can be a daunting and sometimes overwhelmingly stressful
experience (Dyess & Sherman, 2009; Gardiner & Sheen, 2016; Spector, 2011). In 1953,
when Marlene Kramer, renowned author of Reality Shock (1974), received an
undergraduate degree in nursing, it was estimated that the doubling time of medical
knowledge was about-50 years (Caputi & Kavanagh, 2018). By 2010, medical knowledge
doubled approximately every 3.5 years, and by 2020, medical knowledge is projected to
double in just 73 days (Densen, 2011). Today, reality shock is juxtaposed to the
dramatically changing healthcare landscape, a world of accelerated knowledge creation,
increased patient acuity, and decreased lengths of stay. Adjunctive factors such as the
impact of big data along with technological advances in genetics, genomics, and stunning
advances in wearable and implanted sensors are changing health promotion, treatment of
health challenges, and the scientific discoveries of new treatments (Topol, 2012). Far
beyond the control of any individual, discipline, or institution, the world has been
irrevocably changed, and the accelerated pace of change dictates an urgency and
necessity of response required from both practice and academe.
In the turbulent economic environment of today, higher education now finds
itself, much like the healthcare industry, navigating a sea change. With an unparalleled
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level of scrutiny on value, outcomes, accountability, access, and affordability, the need to
produce graduates capable of succeeding in the real world has never been greater (Kuh et
al., 2015). Schools of nursing are challenged to balance resource demand and capacity
constraints all while maintaining program outcomes (Russell, 2015). The explosion of
data, advances in health care, and finite educational resources challenge academic
programs to select applicants with the greatest opportunity to succeed (Barton et al.,
2017). Intelligence, academic skills, and GPA have long been regarded as strong
predictors of success (Allensworth & Easton, 2007; Kuncel & Hezlett, 2007; Ray &
Brown, 2015). Wambuguh, Eckfield, and Van Hofwegen (2016) found that preadmission science GPA remains one of the best predictors of academic success.
However, in a practice profession such as nursing, knowledge remains only one aspect or
requirement of safe practice (Fitzpatrick, 2017). Cognitive ability, pre-program GPA,
and science GPA are predictors of achievement in nursing school, but it is not known if
other factors forecast achievement and success in the profession of nursing (Bennett,
Bormann, Lovan, & Cobb, 2016). Kavanagh and Szweda’s (2017) new nurse hire
research revealed that previous healthcare experience or even an existing baccalaureate
degree was not predictive of success in nursing.
Committed to faculty and teaching excellence, the National League for Nursing’s
(NLN’s) Vision FOR the Changing Faculty Role: Preparing Students for the
Technological World of Health Care (2015) addressed the new world order of emerging
technologies and the critical importance of faculty preparation and expertise. The NLN
(2015) urged a reframing of how students are educated and how graduates navigate care
transitions in the changing digital healthcare landscape. More recently, NLN released its
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Nursing Research Priorities for Nursing Education (2016-2019) to include the following:
1) Build the science of nursing education through the discovery and translation of
innovative, evidence-based strategies; 2) Link student learning to sentinel health
indicators; and 3) Examine the science of learning in the academic context related to
health transitions. We know that clinical reasoning is foundational to clinical judgment
and safe clinical practice, and yet we lack specific and effective theoretical frameworks to
understand clinical knowledge formation, applied knowledge, and gaps in applied
knowledge. Despite the expansive work of Benner (1984), at present, we do not yet
possess universally accepted determinants or measurements of developmental
progression in skill acquisition through experiential learning, nor do we have consensus
on the definition of competency or practice readiness (El Haddad et al., 2017; Wolff et
al., 2010). Benner’s novice to expert model provides contextual accounts of the attributes
of skill acquisition through experiential learning, but the next developmental step should
include a theory that accounts for the factors that contribute to clinical reasoning. To
date, we lack the language necessary to describe the chemistry between formal and tacit
knowledge that culminates in sound clinical judgment and safe patient care.
Grit
James Heckman, Nobel laureate (2008), posits that non-cognitive factors such as
motivation are critical for success, particularly in the workplace. Now a growing list of
attributes and traits termed non-cognitive factors has garnered increased attention in
predicting success, in part, because of the compelling work of psychologist Angela
Duckworth. Duckworth’s concept of Grit (Duckworth et al., 2007) adds to the body of
work on non-cognitive attributes and insinuates that non-cognitive factors predict
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success. Duckworth has defined Perseverance of Effort and Consistency of Interest in
long-term goals as Grit, claiming that this construct is highly predictive of success
(Duckworth et al., 2007). Duckworth et al. (2007) developed the original, self-report, 12item Grit Scale (O) (See Appendix B) to assess a trait that was not context-bound but
rather looked at long-term persistence toward a goal despite setbacks and challenges.
The Grit-O is composed of two subscales, Perseverance of Effort and Consistency of
Interest. In addition to obtaining an overall Grit score, the sub-scales can also be
interpreted separately (Duckworth & Quinn, 2009). Test-takers score each item on a one
to five Likert-type scale with anchors of not like me at all to very much like me. A score
representing overall Grit is created by summing all items as directed and dividing by 12.
The score ranges from one to five, with higher scores representing higher amounts of
Grit. In addition to obtaining an overall Grit score, the sub-scales can also be interpreted
separately (Duckworth & Quinn, 2009).
Psychometric testing, including factor analysis, has demonstrated satisfactory
validity and reliability. The overall scale demonstrated high internal consistency (a =
.85). The internal consistency for each factor or subscale was a =.84 for Consistency of
Interest and a =.78 for Perseverance of Effort (Duckworth et al., 2007).
Grit did not relate positively to IQ but was highly correlated with Big Five
Conscientiousness. Grit nonetheless demonstrated incremental predictive validity of
success measures over and beyond IQ and conscientiousness. Collectively, these findings
suggest that the achievement of difficult goals entails not only talent but also the
sustained and focused application of talent over time. (Duckworth et al., 2007).
In subsequent studies, Duckworth (2016) shares that the two sub-scales creating
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the Total Grit Score were more predictive together than either one alone. Multiple studies
using the Grit-O scale have demonstrated overall internal consistency reliability with
Cronbach’s alpha of .77 and above, with Consistency of Interest subscale reliability at .83
and above and Perseverance of Effort reliability of .70 and above (Duckworth & Quinn,
2009). Validity of the Grit-O has been verified using several different methods, including
predictive validity and test-retest with average test-retest stability coefficient of .81
(Duckworth et al., 2007). Angela Duckworth granted permission to use the Grit-O in this
study.
Unlike other non-cognitive variables such as the Big 5 personality traits of
extraversion, agreeableness, openness, conscientiousness, and neuroticism (John et al.,
1991), Grit is purported to be malleable, opening the door to potentially effective
interventions to increase grittiness and success (Duckworth & Eskreis-Winkler, 2013). In
multiple prospective longitudinal research studies of the National Spelling Bee and the
U.S. Military Academy West Point, Duckworth et al. (2007) reported that Grit predicted
success. Most notably, Grit was touted as a better predictor of completion of the West
Point summer boot camp, termed the “Beast,” than other predictors, including SAT
scores, class rank, and the ‘whole candidate score’ used by West Point to tally points for
leadership, physical aptitude, references, and high school ranking (Duckworth 2016;
Duckworth & Quinn, 2009). Grit is gaining support and credibility as a reliable predictor
of student achievement, success in challenging endeavors, and retention in such varied
areas as workplace, high school, military, and marriage (Eskreis-Winkler et al., 2014;
Goodwin & Miller, 2013). However, as all measures have limitations and assets, more
research is needed to test the strength of such claims.
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Perseverance, passion, and sustained interest are critical for success in challenging
educational endeavors (Silvia, Eddington, Beaty, Nusbaum, & Kwapil, 2013; Tough,
2012) but so is conscientiousness which is highly correlated to Grit, leading some to ask
if Grit is a “re-packaging” of conscientiousness (Crede, Tynan, & Harms, 2016).
Utilizing a sequential, exploratory, mixed method design, Clark (2016) explored the role
of Grit in career success via a web-based survey of 423 working adults over the age of
18. Utilizing the 8 item Grit-S Scale, Grit did not predict career success, and its role in
success was uncertain. In the qualitative portion of Clark’s study, participants
acknowledged the role of Grit in their success but did not feel it accounted for their
success. This is in sharp contrast to Suzuki, Tamesue, Asahi, and Ishikawa’s (2015)
population-based cross-sectional study of 1,134 working adults over the age of 20.
Suzuki et al. (2015) replicated Duckworth et al.’s (2007) study utilizing a 12-item
Japanese Grit Scale, tested for validity and reliability, and found that Grit was a strong
predictor for both work and academic success. Attempting to understand predictors of
medical school performance, Miller-Matero et al. (2018) utilized the Grit-O with 131
graduating medical students. They hypothesized that Grit scores would be high in
medical students and found average Grit score to be high (mean = 4.01, standard
deviation = 0.42). Based on class ranking and time to complete the program, the authors
concluded that those medical students with higher levels of Grit were more likely to
perform better in medical school.
In nursing, the only study to date to examine the role of Grit in academic success
was conducted by Robinson (2015), who examined student engagement in a didactic
health assessment course. Using an exploratory, descriptive, cross-sectional design,
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Robinson had a convenience sample of 97 nursing students participate in the Student
Course Engagement Questionnaire and the Grit-S questionnaire. Using multiple
regression, 22% of the variance (21% adjusted) of total student engagement (SCEQ) was
explained by total Grit scores (Grit-S) F (1, 95) = 26.54, p < .001. Robinson concluded
that further study was warranted as students who demonstrated Grit as assessed by the
Grit-S self-report questionnaire appeared to be more engaged in learning and perhaps
would benefit from education strategies to foster grittiness and engagement.
Grit and NGRN Competency.
The non-cognitive concepts of Grit have not yet been assessed in practicing
nurses and may be related to initial practice readiness and competency of NGRNs.
Russell (2016) shares that skills of inquiry and analysis are essential to problem-solving,
clinical reasoning, and the ability to provide safe patient care. Despite the longstanding
use of psychometric testing to admit the most qualified applicants into schools of nursing,
new graduate nurses (NGRNs) are often woefully under-prepared for the complexities of
professional practice (Benner et al., 2010; Kavanagh & Szweda, 2017). Ironside (2008)
shares that students should be better prepared for the realities of practice and begin
clinical careers more competent. In the high stakes healthcare industry, failure to ensure a
competent workforce providing safe, quality, highly-reliable care threatens patient safety.
Duckworth and Eskrreis-Winkler (2013) share that prodigious talent does not
guarantee or predict Grit or success and that talent and Grit are either orthogonally or
slightly negatively correlated. Duckworth, Eichstaedt, and Ungar (2015) conceptualize
achievement-related traits as related to only two mechanisms of action: those that
determine the speed of learning (talent) and those that determine the amount of effort one
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exerts. The authors posit that achievement depends more on effort or persistence of
interest than talent. The purpose of this study was to explore the relationship of the noncognitive measure of Grit to initial competency of NGRNs as measured by PBDS. New
knowledge may demonstrate a relationship between Grit, Passion, and Perseverance for
long-term goals and practice readiness/initial competence in nursing. Implications could
expand and enrich factors, including non-cognitive factors, used for acceptance into prelicensure nursing programs and enable faculty to consider additional ways to teach and
enhance Grit in their undergraduate student population. Examining the relationship
between Grit and initial NGRN competency may support a more precise learning
environment with teaching/learning strategies that may accelerate NGRN time to
competency, and, more importantly, provide key data to ensure the provision of safe
patient care. If Grit is a predictor of success in nursing, healthcare organizations could
alter their developmental programs for NGRNs to include strategies to cultivate and
develop Grit, influencing retention, and, ultimately, impacting the quality, safety, and
reliability of patient care.
The transition from vague definitions of development of clinical reasoning and
competence or practice readiness toward conceptual and terminological clarity will
provide benefits for students, educators, and patients alike. We must continue research to
expound how clinical knowledge and clinical judgment, requisites for safe practice, are
formed and defined. What are the antecedents to the formation of initial competency?
Research indicates that cognitive ability is a predictor of achievement, but what else
forecasts achievement and success in nursing? Wambuguh et al. (2016) call for empirical
research on non-academic, non-cognitive factors to create a richer, more holistic, and
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diverse admission criteria. Grit, as a positive character trait that has been identified as a
predictor of academic success (Duckworth et al., 2007; Duckworth & Quinn, 2009;
Hodge, Wright, & Bennett, 2018; Palisoc et al., 2017) and as a trait of great value to both
student and novice school nurses (McCabe, 2016), is a plausible predictor of competency
or practice readiness and should be explored as a predictor variable in the practicereadiness of NGRNs. Utilizing the theoretical framework of self-determination theory
(Ryan & Deci, 2017), the purpose of this dissertation was to advance science and
articulate the relationship of the non-cognitive constructs of Grit to initial competence of
NGRNs as measured by PBDS.
Current Gaps in Knowledge about Grit
There are many critical gaps in the current knowledge of the construct of Grit,
particularly as it relates to Grit as a predictor of success in one’s career. Numerous
medical, nursing, and pharmacy studies have elucidated the role of Grit in academic
performance and engagement (Beauvais et al., 2014; Bernard, 2015; Fillmore &
Helfenbein, 2015; Miller-Matero et al., 2018; Robinson, 2015); however, no research
exists documenting the impact of Grit on initial nursing competency. Conscientious is
highly correlated with Grit (Duckworth et al., 2007). Ellershaw, Fullarton, Rodwell, and
McWilliams (2016) conducted one of the first studies to assess personality traits of
conscientiousness, openness, and extroversion with work role performance of registered
nurses. Utilizing an online web panel, 393 nurses from healthcare organizations across
Australia completed the online survey including the Griffin, Neal, and Parker (2007)
measure, comprised of nine subscales of work performance and the NEO personality
inventory (Costa & McCrae, 1988). The authors concluded that personality traits,
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particularly conscientiousness, drive work performance. However, the self-report design
raises questions of response bias and common method variance.
It is noteworthy that research analyzing a possible relationship between Grit and
success or work performance and achievement featured subjects who were high potential
or high achievers such as those entering the “beast” portion of West Point Academy
orientation (Duckworth et al., 2007). The focus on subjects who are high achievers limits
the generalizability of Grit as a predictor variable of success. Research, including adults
of various levels of achievement such as all NGRNs who have passed the NCLEX, was
warranted. Duckworth and Gross (2014) suggest exploring the underlying mechanisms
of Grit in determining if it is malleable across the lifespan. If Grit is malleable,
discovering the most effective evidence-based means to develop Grit is necessary. Clark
(2016) conducted a sequential explanatory mixed methods study with more than 400
working adults, utilizing the short 8 item Grit scale (Grit-S) and a researcher-created
career status measure. Data were analyzed using correlational analysis, independent
samples t-test, one-way ANOVA, and multiple regression. The correlational analysis
indicated Grit did not significantly predict career success in working adults, but it could
be that in a health profession such as nursing, Grit is predictive of success. Salles,
Cohen, and Mueller (2014) studying medical residents’ perseverance, burnout, and
psychological well-being found that Grit was predictive of later psychological well-being
of residents in general surgery and identified that measuring Grit may help to identify
those at risk for psychological stress. Duckworth & Eskreis-Winkler (2013) suggest that
in cross-sectional analyses, Grit “increases monotonically throughout adulthood” (p. 1)
and it may be that as we age, we have an increased understanding and appreciation of the
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usefulness of effort, but Grit may not necessarily increase with age.
PBDS
Developed in 1985 by Dr. Dorothy del Bueno, PBDS assessment is designed to
identify learning needs, provide insight into the thought processes of the nurse, and assist
in the development of an individualized orientation action plan to prepare each nurse for
safe clinical practice (Fero et al., 2009). PBDS assessment consists of a combination of
video vignettes and narrative patient situations designed to evaluate various competencies
associated with critical thinking and clinical judgment such as patient problem
recognition and management, as well as identifying appropriate nursing interventions,
such as information to be communicated and orders to be anticipated from the licensed
independent provider. Additional core competencies assessed include differentiation of
urgency and provision of the rationale for nursing actions (Kavanagh & Szweda, 2017).
Fero et al. (2009) share that patient safety can be directly impacted by the critical
thinking ability of the nurse and assessments like PBDS can provide critically important
information about nurses’ learning needs so educators can provide targeted interventions.
Reliability and validity of the PBDS assessment have been reported in previous
publications (del Bueno, 1990, 1994, 2001, 2005). Reliability estimates for the clinical
vignettes, obtained using an equivalence approach, averaged 94% for individuals tested
in parallel situations (del Bueno 1990). Nurses are rated on a continuum of safe to
practice independently to unsafe to practice independently. When new graduates are
hired by practice partners and are capable of critical thinking and clinical reasoning to
provide safe patient care, orientation and residency time can be directed at helping the
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new nurse to achieve confidence and competence with valuable time spent on situated
cognition, along with critical reflection essential for deep learning.
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Chapter Three
Methods
Post-hire and pre-practice Performance Based Development System (PBDS)
assessments were administered to more than 7,600 NGRNs between January 2011 and
December 2018. Only 19% of NGRNs demonstrated entry-level competencies and
practice readiness, and, conversely, 26% were unsafe for novice independent practice. In
data analysis, there were no differences in competence ratings by nursing degree or
program type (C. Szweda, personal communication, December 2018). Factors that drive
or support NGRN competency (other than intelligence), such as Grit, defined as passion
and perseverance for long-term goals, was unknown. The purpose of this study was to
explore the association between Grit-O scores and PBDS competence to practice
groupings.
Research Design
This study used a correlational design to determine if there was a difference in
Grit scale scores based on Performance Based Development System assessment
groupings of low, medium, and high competency to practice. The study used deidentified retrospective data collected as part of the onboarding process for NGRNs hired
between July and December of 2018. The dependent variable was initial
competency/practice readiness of NGRNs as measured by PBDS. The independent
predictor variable was level of Grit as measured by the self-reported Grit-O.
The preparation-practice gap is widening (del Bueno, 2005; Kavanagh & Szweda,
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2017). Data on initial competence of NGRNs indicate a crisis in competency with only
23% of NGRNs assessing in the acceptable or safe-to-practice-as-a-novice nurse range of
PBDS and 23% assessed as unsafe (DNME) or not recognizing urgency or a change in a
patient’s condition (Kavanagh & Szweda, 2017). Tragically, between 49% and 53% of
NGRNs are involved in serious errors in nursing care (Kenward & Zhong, 2006; Smith &
Crawford, 2003), and Brennan et al. (2004) shared that up to 65% of adverse patient
safety events could have been prevented if nurses had made better decisions. With
patient safety threatened by NGRNs ill prepared for the demands of practice (Fero et al.,
2009; Kavanagh & Szweda, 2017), traits other than GPA and test scores must be studied
to determine what contributes to initial competency and practice readiness. This nonexperimental, quantitative, retrospective, correlational study sought to explore if there is a
relationship between Grit, as measured by the original self-report 12 item Grit-O, and
initial competency of NGRNs as measured by PBDS.
1. Is there a significant difference in Grit scale scores between the three PBDS groups:
low (Does Not Meet Expectations of Novice Nurse (DNME) or unsafe), medium
(Does Not Meet expectations for patient problem management (DNMPM), and high
(Acceptable, Safe-To-Practice as Novice Nurse)?
2. Is there a significant difference in Passion Grit sub-scores between the three PBDS
groups: low, medium, high?
3. Is there a significant difference in Perseverance Grit sub-scores between the three
PBDS groups: low, medium, high?
4. Is there a correlation between demographic data of time from graduation to start of
work, number of NCLEX attempts, and PBDS groups: low, medium, high?

47
Setting
The setting for this study was an integrated healthcare system based in northeast
Ohio. The healthcare system consists of one quaternary care medical center, nine regional
community hospitals, and 27 surgical and family health centers. It is a not-for-profit
group practice providing patient care, research, and education. The organization is
recognized globally for sustained medical excellence and ranked by U.S. News & World
Report among the top two hospitals in the country. All HCS hospitals have achieved
recognition for nursing excellence through either the ANCC Magnet Recognition
Program™ or the ANCC Pathway to Excellence Program™. The HCS employs more
than 16,000 registered nurses (RNs) and almost 2,000 APRNs and hires between 1,5001600 RNs annually.
Sampling Plan
The population of interest in this study is all NGRNs with less than one year of
experience who began their initial nursing practice at the northeast Ohio health system
between July and December 2018. All newly-hired NGRNs receive an email that
contains a link to an online demographic form that is completed prior to their start date
and prior to completing the PBDS assessment. Both the PBDS assessment and Grit
survey scores are obtained post-hire but pre-practice. Six hundred and twenty-one (621)
NGRNs completed the onboarding process between July and December 2018. Data
obtained from incomplete NGRN records were excluded, creating a total of 611 complete
data forms for analysis.
Demographic data. Several demographic factors collected as part of the
standard NGRN onboarding process were used in either description or analysis in this
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study. Demographic data included the following:
•

Degree – defined as diploma, associate, bachelor, or master of nursing

•

Gender – self-reported as male or female

•

School of nursing

•

Time from graduation to start of work

•

Number of times needed to pass the NCLEX-RN® – self-reported by NGRN

•

Previous registered nurse experience

Eligibility Criteria
Inclusion criteria. The inclusion criteria for this study were as follows:
•

NGRNs beginning the new hire period at the HCS between July and
December 2018

Exclusion criteria. The exclusion criteria for this study were the following:
•

More than one year of experience as an RN

•

NGRNs hired into any of the newly acquired Ohio hospitals, not yet
integrated into the HCS

•

NGRNs hired outside the window of July through December 2018

Sampling Procedure
This was a convenience sample of all NGRNs hired between July and
December 2018 at the large HCS. Peak hiring typically occurs each year between July
and December. The influx of NGRNs is the result of predominantly May/June
graduation dates and subsequent NCLEX-RN® assessments. There was access to both
retrospective PBDS and Grit data through secure records obtained post-hire, pre-practice
start as part of the normal onboarding of NGRNs at the HCS.
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Measures
The dependent variable was initial NGRN competence or practice readiness as an
advanced beginner on Benner’s (1984) novice to expert scale, measured by PBDS.
Practice readiness, although largely unformulated, is the ability of a nurse to integrate
knowledge acquisition and knowledge use and apply that knowledge at the moment it is
needed, performing what Benner terms “embodied intelligence” and skillful performance.
Absent a definitive concept or shared understanding of initial competency or practice
readiness, this research study defined practice readiness as the ability of the NGRN to
recognize a change in a patient’s condition, understand urgency and when to escalate and
seek help, communicate pertinent/relevant patient information to the healthcare team or
licensed independent provider (LIP) in a timely manner, generate a hypothesis based on
cues allowing the NGRN to anticipate and respond to provide safe care, and reduce risk
in the unfolding patient situation. Initial competency of the NGRN is measured by
PBDS.
Operationally, initial competence and practice readiness of the NGRN were
measured by PBDS (del Bueno, 2005) where clinical and practical reasoning was
purposeful and was assessed via on-screen patient simulations. Situated problem solving
was evaluated for common/overt patient presentations as well as covert complex
unfolding patient situations. The independent predictor variable was level of Grit as
measured by the self-reported Grit-O. In addition to Grit, variables from the
demographic inventory included degree (diploma, ADN, BSN, or MSN), gender, school
of nursing, registered nurse experience less than one year, self-reported number of times
re-assessed via the NCLEX-RN®.
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Protection of Human Subjects
Since all subjects are employees of the HCS and considered vulnerable subjects,
every precaution was taken to de-identify and protect retrospective data. Participants
complete an online demographic survey and web-based PBDS assessments; results for
both are maintained in databases on a password-protected HCS computer. Nursing
Education routinely maintains databases of NGRN information, including start dates on
entering the nurse residency. The HCS Institutional Review Board (IRB) served as the
IRB of record, and Nova Southeastern University’s IRB requested and accepted the
reliance review agreement with the IRB of record (see Appendix A). This was a minimal
risk study, and the data were reported in aggregate form. Only de-identified, aggregate
data were shared, ensuring data could not be utilized in an evaluative or career
progression capacity.
A Nursing Education data analyst linked the demographic data used in the
analysis with the PBDS data using the employee ID number. All personal identifiers
were removed by the analyst from the database before sharing the database with the
principal investigator (PI). The data used in this study were stored in a passwordprotected database that was accessible only by the PI. The protection of any research
subject or participant is fundamental. The protection of human rights was manifest in the
handling of data in a confidential and ethical manner. Ethical considerations were
addressed throughout the research process complying with the IRB at the HCS. None of
the participants were remunerated. However, as a standard operating procedure,
participants were paid a stipend for the time allotted to complete the PBDS assessment.
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Data Storage
PBDS categorical assignments of low, medium, and high and demographic
responses were stored on password-protected computer databases in the Office of
Nursing Education and Professional Development. An HCS analyst retrieved the PBDS
and demographic data from the database and then exported to an Excel file, where it was
then cleaned and coded by the same analyst. Any record with missing information was
not included in the analysis. Once PBDS and demographic data including Grit scores
were paired for each NGRN, the data analyst numbered them sequentially to create a
research number for each subject and then removed the employee number in order to deidentify the database for analysis. PBDS and Grit scores were obtained retrospectively as
these data are standard on-boarding assessment data for all new NGRN hires. This is a
vulnerable population defined as employees of the HCS and must be protected.
Assiduous attention to ensuring the de-identification of the subjects and honoring data
privacy was paramount. As many identifiers as possible were removed, and demographic
characteristics were reported as group data. Data and all information shared by
participants were de-identified and remained secured by the PI and only reviewed by the
PI.
Instrumentation
Instrument 1 The Grit-O survey
Validity and Reliability.
In order to measure Grit, Passion, and Perseverance for long-term goals despite
challenges, Duckworth et al. (2007) created 27 items that strove to capture attitudes and
behaviors of high achieving individuals in a variety of fields found in qualitative
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research. A convenience sample of 1,545 volunteers who subscribed to a public website
on positive psychology was used for psychometric testing for the instrument. A random
sample (n = 772) was used for initial item reduction. Test-takers scored each item on a
one-to-five Likert-type scale with anchors of very much like me to not like me at all.
Initial item reduction techniques that included item-to-total correlations and measure of
internal consistency eliminated ten items. Five more items were eliminated using
exploratory factor analysis due to suboptimal factor loading scores. A theoretically
justifiable two-factor solution was identified as Passion in Perseverance with each factor
consisting of six items, thus confirming the construct validity of the instrument.
Correlation of the scales was moderate (r = .45), as should be the case for supporting
factors in a scale. Confirmatory factor analysis using the remaining participants (n =
773) supported the two-factor solution. Cronbach’s alpha for the total scale and the two
individual scales were within acceptable limits (r = .85 total scale, r = 84 Passion
subscale, and r = .78 Perseverance subscale). Concurrent and predictive validity were
further verified in subsequent studies using the 12-item Grit scale with participants from
a variety of backgrounds and ages, with internal consistency being stable for the scale
total and subscales regardless of age or educational attainment (Duckworth et al., 2007).
Scoring.
The 12-item instrument, now called the Grit-O (O for original) Scale is composed
of two subscales: a six-item Perseverance of Effort scale (Perseverance) and a six-item
Consistency of Interest scale (Passion). A score representing overall Grit is created by
summing all items as directed and dividing by 12. The score ranges from one to five with
higher scores representing higher amounts of Grit. In addition to obtaining an overall Grit
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score, the sub-scales can also be interpreted separately using the same methodology
(Duckworth & Quinn, 2009). Grit-O demonstrated high internal consistency (a = .85).
The internal consistency for each factor or subscale was a = .84 for Consistency of
Interest and a =.78 for Perseverance of Effort. In the majority of subsequent studies,
Duckworth (2017) shares that the two sub-scales creating the total Grit score were more
predictive together than either one alone. In 2009, Duckworth and Quinn tested an 8item self-report measure of Grit, and in confirmatory factor analyses, Grit-S was found to
have strong psychometric properties, comparable predictive validity, and fewer items
relative to the Grit-O. Grit scores range from 0 to 5, with an average score of 2.5 in
unselected populations (Duckworth et al., 2007). This study utilized the retrospective
data from the Grit-O 12 item self-report survey rating items on a five-point Likert-type
scale from 1 (not at all like me) to 5 (very much like me) (Duckworth, Quinn, &
Seligman, 2009). Duckworth (2016) shares that based on a large sample of American
adults, a Grit score of 2.5 falls in the 10th percentile, 3.8 in the 50th percentile, and 4.9 in
the 99th percentile (p. 56).
Instrument 2 Performance Based Development System (PBDS)
The concept of interest in this study is NGRN initial competence to practice and
its relationship to Grit. Operationally, competence to practice of the NGRN is defined as
placement in low, medium, or high competence as determined by PBDS assessment.
PBDS is a commercially available (HealthStream, 209 10th Avenue South, Suite 450,
Nashville, TN 37216), web-based assessment tool purchased by the HCS in order to
assess clinical competence of NGRN. The PBDS assessment is a snapshot of initial
readiness-for-practice. The assessment consists of a series of video vignettes in which
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simulated patients experience a change in their health status. NGRNs write the patient
problem or diagnosis that is occurring, identify urgent or life-threatening conditions, and
document the appropriate nursing actions needed to assess, communicate, and mitigate
the unfolding patient problem. All NGRNs come to the HCS’s campus approximately
one week before their start date to complete the PBDS online assessment and are
remunerated for their time.
The PBDS responses are evaluated by trained reviewers employed by the
proprietor. Inter-rater reliability criteria have been established for raters to ensure
objectivity and reliability of assessment data interpretation. Inter-rater reliability is
validated twice a year using a purposeful sample of both experienced and inexperienced
RNs’ initial and reassessment responses. Raters’ consistent ability to accurately
determine assessment summary conclusions on the competency continuum and develop a
relevant action/development plan are validated with the sample data. The summary
document provided by the company reports the assessment taker’s level of competence to
practice. This document is sent to the data analyst in Nursing Education and stored in a
secure computer database. Those NGRNs who score in the low level of competence to
practice are provided a week-long remediation program, based on Tanner’s Model of
Clinical Judgment, that focuses on noticing and problem recognition before being
permitted to start nursing orientation.
Validity and Reliability.
Validity and reliability of the PBDS assessment have been reported in previous
publications (del Bueno, 1990, 1994, 2001, 2005). Reliability estimates for the clinical
vignettes, obtained using an equivalence approach, averaged 94% for individuals
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assessed in parallel situations (del Bueno, 1990). Both test-retest and split-half methods
were used initially and subsequently to determine reliability of the individual assessment
components (del Bueno, 1990). Results of the test have been stable over a twenty-year
period in which more than 150,000 nurses have taken the assessment, with scores varying
+ or – 10% points year to year. Statistical analyses of assessment findings by experience,
credential, education preparation, and clinical assignment also document consistency of
results (HealthStream, 2017).
A significant body of research has shown that PBDS assessments have accurately
reflected the performance of registered nurses (del Bueno, 2005; Fero et al., 2009,
Kavanagh & Szaweda, 2017; Marhsburn et al., 2009). Additionally, the HCS’s nursing
professional development specialist supporting NGRNs in an enterprise-wide residency
support team shared that PBDS results were consistent with NGRN practice, written
reflections, exemplar practice, and preceptor assessment of NGRN performance within
the initial orientation period. Additionally, a new nursing orientation success program
developed jointly by the National League for Nursing and Laerdal, a medical simulation
products manufacturer, was beta tested for two years at the HCS and orientation virtual
simulation results were consistent with PBDS assessment results.
General Statistical Strategy
Summary statistics were provided using counts and percentages for categorical
variables, means, standard deviations, medians, and ranges for continuous variables. SAS
Statistical Software (Version 9.4) was used for all summary statistics and analyses.
The primary research question was as follows: “Is there a difference in overall
Grit scores between those in the three PBDS groups: low, medium, high?” The
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distribution of the Grit scores was assessed for normality by plotting the distribution.
Since the Grit scores were approximately normally distributed, the analysis of variance
(ANOVA) method was used to compare the three groups to make multiple comparisons.
ANOVA supported multiple comparisons and allowed the researcher to consider the
parameters of several populations at once. If the Grit scores were markedly non-normally
distributed via visualization, then the non-parametric analog to ANOVA, the KruskalWallis test would have been utilized. These tests tested the null hypothesis of no
difference between the groups with a two-tailed alpha-level of 0.05. A p-value less than
or equal to 0.05 provided evidence against the null hypothesis, thus concluding a
statistically significant difference between PBDS category scores.
Logistic regression modeling techniques were used to identify factors related to
PBDS assessment scores of low, medium, and high. The demographic or IPV factors
considered in the model included the following: Grit, degree, prior healthcare experience,
and number of attempts to successfully complete NCLEX-RN®. Factors were first
analyzed univariably to identify a pool of predictors related to PBDS. Then, multicolinearity among the factors was planned, along with backward elimination methods to
finalize the model of the optimal set of factors related to Grit in a multivariable logistic
regression model. However, no factors were statistically significant, so the univariable
results served as the final analyses.
Feasibility
The study involved retrospective data from 621 NGRNs hired at the HCS between
July and December of 2018. Only complete records were used for this study. Ten
records were not included because of incomplete data, reducing the sample to 611. Since
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this was a retrospective study, independent and dependent variables and nurse
demographic data were available from an HCS database. Nurse identifiers were
removed. This was a minimal risk study with data that were available for use. The HCS
employs more than 16,000 registered nurses and hires between 1,400 and 1,600 RNs
annually. Each year, 78-80% of new hires are NGRNs with less than one year of
experience.
Limitations and Anticipated Problems
The primary limitation of this study was that data were retrospective and
dependent on accurate documentation of data within the database. Threats to internal and
external validity could not be controlled. The Grit-O scale is also self-reported, raising
the potential concern of social desirability response bias. Additional limitations included
that data were obtained from only one health system, so the results may not be
generalizable to other health systems or NGRNs in general. That being said, little
research has been conducted examining the relationship between Grit and nurses’ ability.
Additionally, the majority of NGRNs hired at the HCS graduated from schools of nursing
in Northeast Ohio, a region more saturated with pre-licensure nursing programs than any
other region in the country, making generalizability to other regions difficult.
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Chapter Four
Results
This chapter contains information regarding the NGRNs’ characteristics, data
analysis, missing data, and descriptive statistics for the variables of interest. The analysis
section provides information clarifying if Grit was predictive of initial competence of the
NGRN as measured by PBDS. Data were summarized and analyzed with the outcome of
PBDS (low, medium, high) and potential factors of overall Grit score, Grit subscale
scores, NCLEX attempts, and time from graduation to hire.
Of the 621 NGRNs hired between July and December 2018, 611 provided
complete pre-start demographic data appropriate for inclusion in description and analysis.
Available retrospective data did not include type of nursing program (accelerated,
generic, bridge) as previous research demonstrated no difference in initial NGRN
competence, as measured by PBDS, based on specific school or type of nursing program
(Kavanagh & Szweda, 2017).
This sample of 611 NGRNs graduated from 98 discrete schools of nursing from
36 states. Females 81% (n = 497) self-identified as did 19% (n = 114) males. No
participant chose “prefer not to answer.” An independent samples t-test was utilized to
evaluate whether gender differences existed in levels of Grit. No significant differences
in level of Grit existed in this sample between females (M = 4.18, SD = 0.51) and males
(M = 4.17, SD = 0.52), p = .76. The majority of NGRNs, 66.3% (n = 405) began
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employment at the HCS with a BSN degree; 32.4% (n = 198) reported AND; and a total
of 1.3% reported other (n = 2 diploma and n = 6 MSN). The majority, 94.8% (n = 579),
began employment at the HCS within six months of graduation, and 5.2% (n = 32) were
hired six months or greater after graduation. Those reporting passing NCLEX on the first
attempt totaled 92.6% (n = 566) while 4.4% (n = 45) reported sitting for the NCLEX
more than once. Only 1.8% (n = 11) reported any registered nurse experience in longterm care or home health.
Table 1
Characteristics of the Participants (N = 611)

Characteristic
Gender
Female
Male
Nursing Program
BSN
ADN
Other (Diploma, MSN)
Time from graduation to
hire
< 6 months
>6 months
NCLEX Attempts
1
>1
RN Health care experience
LTC/HH/Other

Frequency

Percent

497
114
98 discrete schools of
nursing
405
198
8

81%
19%

579
32

94.8
5.2

566
45

92.6
4.4

11

1.8

66.3
32.4
1.3

Descriptive Statistics. Logistic regression modeling techniques were used to
identify factors related to PBDS assessment scores of low, medium, and high. The
demographic or IPV factors considered in the model included the following: Grit, time
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from graduation to time of hire, and number of attempts to successfully complete
NCLEX-RN®. Factors were first analyzed univariably to identify a pool of predictors
related to PBDS. Then, multi-colinearity among the factors was planned along with
backward elimination methods to finalize the model of the optimal set of factors related
to Grit in a multivariable logistic regression model. However, no more than one factor at
a time was statistically significant, so the univariable results served as the final analyses.
Descriptive statistics for predictor and outcome variables are provided in Table 2.
PBDS assessments indicated that 15% of the sample assessed in the
high/acceptable or safe to practice as a novice nurse; 55% assessed as medium/does not
meet for problem management; and 30% assessed as low/does not meet expectations or
unsafe to practice as a novice nurse. Grit is measured on a one-to-five Likert-type scale
with anchors of to not at all like me to very much like me. A score representing overall
Grit was created by summing all items as directed and dividing by 12. The score ranges
from one to five, with higher scores representing higher amounts of Grit. Analysis of
variance (ANOVA) was used for overall Grit score, and Fisher’s exact test was used for
the other variables. No statistically significant differences were found between Grit and
levels of PBDS assessment results. The mean and median overall Grit scores (4.17) did
not predict initial competence as measured by PBDS with a p-value of 0.77. Reliability
testing for Grit for this sample included analysis of Cronbach’s alpha at 0.84. A post-hoc
power calculation based on observed data revealed that there was adequate statistical
power (i.e., > 90%) to detect a difference between group means of at least 0.2 Grit points,
assuming a pooled standard deviation of 0.3, and a two-tailed alpha-level of 5%.
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Table 2
Mean, Median and Range of Overall Grit Scores
Characteristic Statistic/Category PBDS=Low PBDS=Medium PBDS=High
Overall Grit
Score

N

187

334

90

Mean ± SD
Range
Median

4.17 ± 0.35
3.00 to 5.00
4.17

4.15 ± 0.34
2.25 to 5.00
4.17

4.17 ± 0.29
3.25 to 4.83
4.17

PValue
0.77

Research question 1: Is there a significant difference in Grit scale scores between the
three PBDS groups: low (Does not meet Expectations of Novice Nurse (DNME) or
unsafe), medium (Does not meet expectations for patient problem management
(DNMPM), high (acceptable, safe-to-practice as novice nurse)? Grit scores were
essentially the same, whether one was assessed as safe/acceptable or unsafe/does not
meet expectations to provide independent novice level nursing care. The null hypothesis
(H0) H1 that Grit scores will not be higher in those NGRNs who scored in the acceptable
or safe to practice (as an NGRN) range of PBDS as compared to those who scored in the
unsafe or does not meet expectations (DNME) range of PBDS was not rejected.
Research question 2: Is there a significant difference in Passion Grit sub-scores
between the three PBDS groups: low, medium, high? Given the lack of correlation
between overall Grit scores and initial NGRN competency as measured by PBDS, it is
not surprising there was no correlation between the subscale of Grit, passion for longterm goals despite setbacks, with a p-value of 0.96. H2: Grit sub-scores of Passion will
not vary between those in the three PBDS group of low, medium, and high was not
rejected.
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Research question 3: Is there a significant difference in Perseverance Grit sub-scores
between the three PBDS groups: low, medium, high? There was no correlation between
the subscale of Grit, perseverance, and the three PBDS assessment grouping with a pvalue of 0.62. Duckworth (2016) shares that of the two subscales of Grit, most
individuals score higher in Perseverance than Passion, since staying consistently focused
on goals over a long period of time can be more challenging than working diligently and
recovering from setbacks. Those results held for this sample with Passion (mean = 3.81)
and Perseverance (mean = 4.52). H3: Grit subscores in Perseverance will not vary
between those in the three PBDS groups of low, medium, and high was not rejected.
Table 3
Grit Subscales
Consistency of Interest (Passion) (p-value=0.96)
PBDS

N

Mean

Std Dev Median Minimum

Maximum

Low

187

3.81

0.45

3.83

2.83

5.00

Medium 334

3.80

0.46

3.83

1.67

5.00

High

3.81

0.40

3.83

2.83

4.67

90

Perseverance of Effort (p-value=0.62)
PBDS

N

Mean

Std Dev Median Minimum

Maximum

Low

187

4.54

0.33

4.67

3.00

5.00

Medium 334

4.51

0.38

4.50

2.83

5.00

High

4.53

0.35

4.67

3.67

5.00

90

Research Question 4: Is there a correlation between demographic data of time from
graduation to time of work, number of NCLEX attempts, and PBDS scores of low,
medium, and high? Time from graduation to time of work and number of NCLEX
attempts were statistically significantly related to PBDS, with less time between
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graduation and work and fewer NCLEX attempts related to higher PBDS. This is
consistent with previous research (Kavanagh & Szweda, 2017). H4: Grit scores will not
vary based on demographic data of time from graduation to work and number of NCLEX
attempts was rejected.
Table 4
Time from Graduation to Start of Work

PBDS = Low

NGRN <6
Months

176/579
(30.4%)

PBDS =
Medium
313/579
(54.1%)

22/32 (68.75%) 10/32 (31.25%)

PBDS = High

P-value 0.001

90/579 (15.5%)

0(0.0%)

NGRN > 6
Months

Table 5
# NCLEX Attempts

# time NCLEX

PBDS = Low

PBDS =
Medium

PBDS = High

1

167/566
(29.5%)

311/566
(54.9%)

88/566 (15.5%)

>1

20/45 (44.4%)

23/45 (51.1%)

2/45 (4.4%)

P-value 0.03
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Chapter Five
Discussion and Summary
Patient safety and NGRN success are in jeopardy as many NGRNs graduate from
accredited schools of nursing and pass the NCLEX, yet they enter clinical roles underprepared for the complex demands of professional practice (Benner et al., 2010; Herron,
2017; Murray et al., 2017; Lasater et al. 2015). The anticipation that medical knowledge
is expected to double every 73 days by 2020 threatens already content-laden curricula
(Densen, 2011). In a desperate attempt to cover critical information, textbooks have
ballooned into tumid compendia that Benner (2011) describes as ‘pedagogically tonedeaf’ with a focus on knowledge acquisition to the exclusion of knowledge application.
Today, reality shock is juxtaposed to the dramatically changing healthcare landscape, a
world of accelerated knowledge creation, increased patient acuity, and decreased lengths
of stay. Adjunctive factors such as the impact of big data along with technological
advances in genetics, genomics, and stunning advances in wearable and implanted
sensors are changing health promotion, treatment of health challenges, and the scientific
discoveries of new treatments (Topol, 2012). Far beyond the control of any individual,
discipline, or institution, the world has been irrevocably changed, and the accelerated
pace of change dictates an urgency and necessity of response required from both practice
and academe. The Lancet Commission (Frenk et al., 2010) admonishes that we must
move from memorization and passive absorption of information to mobilizing knowledge
to engage in critical reasoning.
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Summary of Findings
In the high stakes healthcare industry, failure to ensure a competent workforce
providing safe, quality, highly-reliable care threatens patient safety. Identifying and
addressing challenges to safe practice early in the onboarding process were paramount for
patient safety at a large Midwestern HCS. Post-hire and pre-practice Performance Based
Development System (PBDS) assessments were administered to more than 7,600 NGRNs
between January 2011 and December 2018. Only 19% of NGRNs demonstrated entrylevel competencies and practice readiness, and, conversely, 26% were unsafe for novice
independent practice (C. Szweda, personal communication, December 10, 2018). In data
analysis, there were no differences in competence ratings by nursing degree or program
type, and schools of nursing were virtually indistinguishable (Kavanagh & Szweda,
2017). Factors that drive or support the development of NGRN initial competency (other
than intelligence) such as Grit, defined as passion and perseverance for long-term goals,
were unknown. Self-determination theory, the theoretical framework underpinning the
topic of study, suggests that factors or conditions that promote competence, autonomy,
and relatedness foster both performance and persistence (Ryan & Deci, 2017). This
quantitative, non-experimental, correlational study sought to explore if there is a
relationship between Grit, as measured by the original 12-item Grit scale (Grit-O), and
initial competency of NGRNs based on PBDS assessment groupings of low, medium, and
high competency to practice. The study used de-identified retrospective data collected as
part of the onboarding process for 611 NGRNs hired between July and December of 2018
at the HCS. The independent predictor variable was level of Grit as measured by the
self-reported Grit-O. The dependent variable was initial competency/practice readiness
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of NGRNs as measured by PBDS. The sample of 611 NGRNs graduated from 98
discrete schools of nursing from 36 states and was composed largely of female first
degree BSN graduates. It would seem intuitively plausible that Grit scores might be
higher in those individuals who were assessed in the high or acceptable range of PBDS.
Instead, Grit scores were essentially the same, whether one assessed as safe/acceptable
(15%) or unsafe/does not meet expectations (30%) to provide independent novice level
nursing care.
Endeavoring to understand the factors that contribute to initial NGRN
competence, Grit appears to be more related to academic performance and knowledge
acquisition than critical thinking or clinical reasoning as measured by PBDS. Duckworth
et al. (2007) maintain that Grit, passion, and perseverance for long-term goals despite
challenges is a better predictor of success in academics, career, marriage, and the military
than can be explained by IQ and standardized test scores alone. We know that
intelligence and knowledge are critical components of competence (Sternberg &
Hedlund, 2002). However, in this study of 611 NGRNs who had passed the NCLEX,
were hired between July and December of 2018, and completed the demographic form,
Grit was not a predictor of NGRN initial competence or practice readiness as measured
by PBDS (p-value = 0.77).
Integration of the Findings with Previous Literature
The research of Clark (2016), utilizing a sequential, exploratory, mixed method
design, explored the role of Grit in career success via a web-based survey of 423 working
adults over the age of 18. While initial competency of NGRNs cannot be compared
directly to career success, Clark (2016) found that Grit did not predict career success, and
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its role in success was uncertain. In the qualitative portion of Clark’s study, participants
acknowledged the role of Grit in their success but did not feel it accounted for their
success.
In health education, there is growing support for the use of Grit and other noncognitive measures to predict success and, therefore, admission into medical school and
residency (Miller-Matero et al., 2018). A 2014 study of effectiveness and retention rates
of novice teachers concluded teachers with higher Grit scores outperformed their peers
(Robertson-Kraft & Duckworth, 2014). Shih and Maroongroge (2017) share that Grit is
expected to become an important metric in medical education. While the Grit scale has
not yet been validated in medical education, the authors urge the academic medical
community to consider Grit as an added objective measure to predict success.
Attempting to understand predictors of medical school and residency performance,
Miller-Matero et al. (2018) utilized the Grit-O scale with 131 graduating medical
students. They hypothesized that Grit scores would be high in medical students and
found average Grit score to be high (mean = 4.01, standard deviation = 0.42). Based on
class ranking and time to complete the program, the authors concluded that those medical
students with higher levels of Grit performed better in medical school. Interestingly, the
611 NGRNs in this current study had slightly higher levels of Grit than the medical
students described by Miller-Matero et al. (2018), but the high Grit levels were not
predictive of initial competence as an NGRN. Ultimately, we are drawn once again to
the seminal question: what are the antecedents to the formation of initial NGRN
competency?
Eskreis-Winkler et al. (2014) suggest that in cross-sectional analyses, Grit
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increases monotonically throughout adulthood and it may be that as we age, we have an
increased understanding and appreciation of the usefulness of effort. But they posit that
Grit may not necessarily increase with age. Sequin’s (2019) research on 410 nurse
leaders with at least one year of experience found that Grit was related to longevity in
leadership, educational attainment, and a reduction in burnout. The average Grit score of
nurse leaders was 3.98 + - 0.45, but Grit scores of the participants increased with
increasing years of leadership from 3.94 among those with 1-10 years of experience to
4.11 + or - 0.44 among those with 20+ years of experience. The relationship between
Grit and experience was statistically significant (P < .03). It is noteworthy that the 611
NGRNs involved in this current research were even Grittier than the longstanding leaders
in nursing with 20+ years of experience.
Implications of the Findings
Implications for Nursing Education
Self-determination theory addresses the learners’ intrinsic desire to master and to
improve and is consistent with the sample’s Grit scores. It is striking that the mean Grit
score (mean = 4.17) of those who assessed in the lowest and the highest groupings of
PBDS was high, in the 70th percentile. The high levels of Grit may be reflective of
successful completion of an undergraduate nursing program, passing of predictive
assessments such as ATI or HESI, and passing of the NCLEX-RN®. Throughout the
learning and assessment trajectory, the student and then graduate has received repeated
reinforcement of declarative knowledge competency. Perhaps reality shock in the
transition-to-practice is exacerbated by cognitive dissonance, the stressful realization that
the focus on outcomes and learner achievements represented throughout academic
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preparation and licensure are not representative of outcomes necessary for safe practice.
Ironside (2008) shares that students should be better prepared for the realities of practice
and begin clinical careers more competent. Herron’s (2017) descriptive qualitative study
of NGRNs’ preparation for recognition and prevention of failure to rescue included
themes of never having the opportunity to think for themselves and never seeing an
emergency in nursing school. Participants shared that nursing school clinical experiences
were focused on skill acquisition and care of the stable patient with only a glimmer of
emphasis on clinical reasoning (page e399). The disparity between success in academia
and initial competence assessment by PBDS challenges one’s sense of self and one’s
sense of competence and achievement. In a recent survey study of 168 NGRNs, almost
75% described that their nursing curriculum had prepared them to administer meds, but
55% reported making a med error; 5% were not sure if they made a med error; and many
had suggestions for better real-world academic preparation (Treiber & Jones, 2018).
Respondents noted dissimilarity between academic instruction and the realities of clinical
practice, including the demands of giving multiple medications to several patients and
administering high-risk and titrated medications.
Given the tsunami of medical information and technologies that continues to grow
exponentially (Densen, 2011), nursing education must transform to support knowledge
workers. Benner (2018) reminds us that less is more when it comes to deep learning.
Key themes that must be considered to support deep learning include a move from cohort
based to personalized adaptive learning and evolution from time-based to competencybased education.
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Implications for Nursing Practice
The metric for professional NGRN success must evolve from NCLEX pass rates
to practice readiness. Practice readiness is not a mythical end point where NGRNs are
expected to hit the ground running. Rather practice readiness is the realistic expectation
which includes the ability of the NGRN to recognize a change in a patient’s condition
(recognize cues); understand urgency and when to escalate and seek help; communicate
pertinent/relevant patient information to the healthcare team or LIP in a timely manner;
generate a hypothesis (analyze cues) allowing the NGRN to anticipate and respond (take
action) to provide safe care and reduce risk in the unfolding patient situation; and, lastly,
evaluate outcomes.
Situated learning or situated cognition and the work of learning scientists from
Ebbinghaus (Shrestha, 2017), Lave (1996), to Vygotsky (1978) may help to explain the
limited transfer of decontextualized concepts to practice. The theory of situated learning
addresses that knowledge must be taught in context, not the abstract. The personal
meaning of a concept or value is influenced by the situation in which the learner was
exposed to the information and how that information was used (Brown, Collins, &
Duguid, 1989). We know that capability is required for career performance and what
NCLEX currently measures assures us that the individual learner has the requisite
knowledge and capabilities to enter the profession of nursing. However, it does not
ensure that learner will apply or use that knowledge. Knowledge is acquired through
learning, but Brown et al. (1989) criticize academic learning for separating the knowing
from the doing. Research has failed to demonstrate the transfer of decontextualized
concepts to context-laden, specific situations (Benner, 2015). Lave and Wenger’s (1991)
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body of research on situated learning elucidates that situated learning should take place in
the same context in which it is applied since cognition and the domain of competence can
vary significantly by context. Benner, Hooper Kyriakidis, and Stannard (2013) remind us
that situated thinking and the use of knowledge are essential in any practice discipline,
yet we often fail to provide context-rich, situated experiences and treat knowledge as a
self-sufficient substance (Brown et al., 1989). Benner (2018) describes that we start
analyzing the challenge of the NGRN and think there is a knowledge deficit, but in fact,
the real challenge is in naming the real problem. NGRNs do not have a knowledge
deficit but rather a practice or knowledge use problem. Given the complexity of health
care, unfolding patient problems are rarely clearly defined with only one right answer.
Multiple choice questions do not solve the problem. Multiple choice is not how we learn
to think, reason, and problem solve. For deep learning, less is more, and we must help
students and NGRNs to recognize the nature of the whole situation necessary for solving
clinical problems.
Implications for Nursing Research
Competence is a multi-dimensional construct with little scientific agreement on
the nature and number of dimensions affecting individual differences (Sternberg &
Hedlund, 2002). Future research must explore various forms of intelligence, perhaps
including Sternberg’s triarchic theory of intelligence, which includes the analytic,
creative, and practical, sometimes referred to as street smarts. The triarchic theory
attempts to explain the componential intelligence which is analytic and most often
assessed through standardized tests; the experiential intelligence which focuses on how
one deals with novel situations drawing upon past experience, knowledge, and skills; and
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the practical or street smarts intelligence. Much of Sternberg’s research has focused on
the experiential intelligence and the development of tacit knowledge (Sternberg, 2006),
which for us in the practice discipline of nursing is so critical to clinical reasoning and
clinical grasp formation. Elucidating why some individuals learn from experience and
translate that into practice and why others do not would open vast doors of opportunity in
personalized learning. The future of learning demands personalized, adaptive education.
Research should enhance our understanding of multiple intelligences, the development of
adaptive clinical reasoning, cognitive styles, cognitive load, and the relationship to
competence.
Implications for Public Policy
In nursing practice, the surety of patient safety is dependent on a competent
workforce able to critically think, reason, and act, providing safe, quality, highly-reliable
care. Koharchik et al. (2015) describe the development of critical thinking and clinical
reasoning as the crux of nursing education, and yet literature on the success of NGRNs
focuses primarily on the National Council of State Boards of Nursing Licensure
Examination (NCLEX) pass rates, creating a false and incomplete picture of practice
readiness (Kavanagh & Szweda, 2017). Benner et al. (2010) challenged their colleagues
to measure what matters most and called for bold and much-needed performance
assessment requirements for licensure in the form of knowledge application.
It is time for a paradigm shift in nursing education, a move from process
education to competency-based education focused on real-world challenges and
outcomes that represent learner achievement in knowledge use. We must close the
preparation or education-to-practice gap in clinical reasoning and skill development and
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ensure NGRNs are ready to enter professional practice as safe novice nurses. Our
academic system must be responsive, nimble, and accountable to stakeholders, primarily
students, the patients they will serve, and the employers who will hire them. Given the
tsunami of data, the facilitation of learning must be individualized, brain-based, and
adaptive. The learning focus must transform to active learning with the ability to track
safe practice across key clinical competencies. Competency assessment is complex and
requires continuous, formative, and summative longitudinal assessments, but the outcome
metric must shift from NCLEX pass rates to practice readiness. Beyond NCLEX-RN®
pass rates, attrition, and employment rates of NGRNs, initial competence or practice
readiness must become what matters most: in the name of patient safety and new
graduate success, practice readiness must be considered the metric of safe undergraduate
professional nurse preparation.
Limitations
There are limitations to this current research. First, the Grit-O assessment
includes self-reported information obtained, post-hire, pre-start. The Grit scale is
relatively transparent (Duckworth et al., 2007) and may be vulnerable to social
desirability bias, particularly in newly graduated registered nurses who may have been
motivated to look good to their new employer. Further research is needed to elucidate the
specific processes, behaviors, or experiences that promote NGRN initial competency and
other variables associated with the formation of critical thinking and clinical reasoning.
The widening education or preparation-practice gap (del Bueno, 2005; Dwyer &
Hunter Revell 2016; Kavanagh & Szweda, 2017) demands our attention. The Lancet
Report (Frenk et al., 2010) identified glaring systemic gaps between professional health
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education and practice, “…largely because of fragmented, outdated, and static curricula
that produce ill-equipped graduates” (p. 1923). Current data on initial competence of
NGRNs indicate a growing crisis in competency with only 19% of NGRNs assessing in
the acceptable or safe-to-practice as a novice nurse range of PBDS and 26% assessing as
unsafe (DNME), not recognizing urgency or a change in a patient’s condition (C.
Szweda, personal communication, December 10, 2018). Our fiduciary responsibility, as
nurses and as caregivers, promises safe passage to our patients. As caregivers, advocates,
and protectors, we must explore what matters most: meaningful metacognitive processes,
creativity, innovation, and disruption in undergraduate nurse preparation.
Chapter Summary
With growing awareness of the extraordinary complexity of health care and the
factors that impact critical thinking, clinical reasoning, and the delivery of safe patient
care, this study attempted to look at individual non-cognitive aspects of the learner,
specifically, Grit, passion, and perseverance for long-term goals despite challenges. Grit
has been linked to success in academia, military, and work achievement but had not yet
been explored within NGRN initial competency. This quantitative, non-experimental,
retrospective, correlational study sought to explore if there is a relationship between Grit,
as measured by the original 12 item Grit-O, and initial competency of NGRNs as
measured by PBDS. The study group was a convenience sample including all NGRNs
with less than one year of experience, hired between July and December of 2018 at the
HCS, and who completed the onboarding demographic form. The independent predictor
variable was level of Grit as measured by the self-reported Grit-O scale. Grit assessment
data were obtained post-hire, pre-practice start as standard data collection for NGRNs at
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the HCS. The dependent variable was initial competency/practice readiness of NGRNs
as measured by PBDS. The current investigation did not demonstrate a relationship
between Grit and initial competency levels of NGRNs. This study provides the first
empirical data on NGRN Grittiness and the lack of association between Grit and initial
NGRN competency. Grit, criticized as being highly correlated with conscientiousness, a
trait most educators would value in a learner, did not ensure initial practice competence.
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Appendix B
12-Item Grit Scale

Directions for taking the Grit Scale: Please respond to the following 12 items. Be honest
– there are no right or wrong answers!
1. I have overcome setbacks to conquer an important challenge.
Very much like me
Mostly like me
Somewhat like me
Not much like me
Not like me at all
2. New ideas and projects sometimes distract me from previous ones.*
Very much like me
Mostly like me
Somewhat like me
Not much like me
Not like me at all
3. My interests change from year to year.*
Very much like me
Mostly like me
Somewhat like me
Not much like me
Not like me at all
4. Setbacks don’t discourage me.
Very much like me
Mostly like me
Somewhat like me
Not much like me
Not like me at all
5. I have been obsessed with a certain idea or project for a short time but later lost
interest.*
Very much like me
Mostly like me
Somewhat like me
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Not much like me
Not like me at all
6. I am a hard worker.
Very much like me
Mostly like me
Somewhat like me
Not much like me
Not like me at all
7. I often set a goal but later choose to pursue a different one.*
Very much like me
Mostly like me
Somewhat like me
Not much like me
Not like me at all
8. I have difficulty maintaining my focus on projects that take more than a few months
to complete.*
Very much like me
Mostly like me
Somewhat like me
Not much like me
Not like me at all
9. I finish whatever I begin.
Very much like me
Mostly like me
Somewhat like me
Not much like me
Not like me at all
10. I have achieved a goal that took years of work.
Very much like me
Mostly like me
Somewhat like me
Not much like me
Not like me at all
11. I become interested in new pursuits every few months.*
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Very much like me
Mostly like me
Somewhat like me
Not much like me
Not like me at all
12. I am diligent.
Very much like me
Mostly like me
Somewhat like me
Not much like me
Not like me at all
Scoring:
1. For questions 1, 4, 6, 9, 10 and 12 assign the following points:
5 = Very much like me
4 = Mostly like me
3 = Somewhat like me
2 = Not much like me
1 = Not like me at all
2. For questions 2, 3, 5, 7, 8 and 11 assign the following points:
1 = Very much like me
2 = Mostly like me
3 = Somewhat like me
4 = Not much like me
5 = Not like me at all
Add up all the points and divide by 12. The maximum score on this scale is 5 (extremely
gritty), and the lowest scale on this scale is 1 (not at all gritty).
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